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EDETORIAL 


Sn.all “Strokes” 


Many mental and physical symptoms 
due to rupture or thrombosis of small cerebral 
arteries are attributed to other causes 


JAMES M. NORTHINGTON, M.D., Editor 


Alvarez says it is frequently dis- 
covered at autopsy that the brain of 
an older patient is heavily speckled 
with small black dots, marking the 
sites of previous thromboses. In 
many of these instances, and even in 
some cases where fairly large areas 
of the brain have been involved, 
there is no clinical history of stroke. 
Sooner or later the increasing im- 
pairment of circulation to small dis- 
crete areas of the brain causes 
changes in physical or mental func- 
tion. Many of these events probably 
occur during sleep and so pass un- 
noticed. If the patient is awake, they 
may be marked only by slight head- 
ache, a feeling of giddiness, mild 
nausea or nothing at all. Taken to- 


gether, they represent a process of 
dying over a period of many years. 

The changes in behavior that 
eventually arise from minor strokes 
are quite varied. Mental deteriora- 
tion may be accompanied by a weak- 
ening of former moral concepts and 
by behavior that would previously 
have been repugnant to the patient. 
A business man who commits a 
fraud or a husband who deserts his 
wife after years of happy marriage 
may be a sufferer from brain dam- 
age of this type. Irritability, depres- 
sion and pettiness are shown by 
many of these patients. A friend or 
colleague of many years may be- 
come so intolerable as to lose both 
his social and his business position. 
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Severe changes are generally pre- 
ceded by more subtle ones that go 
unnoticed for a long period. 

The earliest personality changes, 
that result from small thromboses, 
may involve no more than a slight 
slowing down in activity, a loss of 
alertness or a declining interest in 
social activities. Loss of attention to 
matters of personal neatness may be 
highly significant. 

Many little strokes cause symp- 
toms so mild and ephemeral that 
they escape detection. Close inter- 
rogation of patient and immediate 
family is essential in order to discov- 
er these highly significant diagnostic 
bits of evidence. A sudden brief loss 
of consciousness from time to time, 
or short spells of dizziness, nausea, 
amnesia or aphasia are common 
manifestations. Temporary paralysis 
or numbness of a limb or other part 
of the body may be so mild and tran- 
sient as to give no concern. 


Later when accumulated cerebral 
lesions bring the patient to the doc- 
tor, careful questioning may recall 
these events to mind. Often no such 
questioning is done. 


The physical symptoms resulting 
from a series of small cardiovascu- 


lar accidents may be manifest in any 
part of the body, and so be very dif. 
ficult to trace to their origin; e.:,, 
chronic gastrointestinal disturb: 
may be long studied before the his. 
tory and symptoms suggest C.)3.). 
origin. Arthritis, partial blindrey 
and other sensory disturbances, los; 
of weight, palsy, neuralgia or pain 
suggestive of heart attack may all 
present similar problems. One must 
be vigilant for signs of little strokes 
in older patients. 

Management must take into ac. 
count the basic personality of thef 
patient and his physical handicaps. 
Maintenance of proper nutrition and 
further use of vasodilator drugs may 
be helpful. If much brain tissue has 
been damaged, instruct the family 
as to the patient’s limitations. Goad- 
ing him to perform beyond his abil- 
ity and depriving him of what plea f 
sures remain is fruitless cruelty. In 
less severe cases, endeavor to re-es- 
tablish self-sufficiency and indepen-f 
dence. There is response in many} 
cases. The patient often can be re- 
employed at some task suited to his 
physical and mental limitations and 
the patient’s useful life may be pro- 
longed by decades. 


Psychiatric Bull., 6:3-4, 1955. 


Crude Coal Tar in 
Selected Dermatoses 


In topical dermatologic therapy, 
crude coal tar has been established 
by fifty years of continued use. Dis- 
advantages of crude coal tar in the 
past have hindered use of this drug 
in dermatology. 

A new crude coal tar, Zetar, elimi- 
nates most of these disadvantages. 
Solubility in water adapts it for brief 
application to the scalp and body in 
the form of shampoo and bath. 


412 





Silver, H., et al., New York State J. Med., 12:1724- 
, 1955. 


Good results were obtained with 
Zetar shampoo in controlling sebor- 
rhea and psoriasis of the scalp. It 
does not produce excessive oiliness 
or discolor gray hair. The Zetar 
emulsion bath proved very useful 
in generalized dermatoses where tar 
action was desired. 
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BINAL ARTICLES 


Bowel Obstruction 


Indications that assist in the selection of 
correct management, surgical or conservative, and 
significant factors found in strangulation 


WILLIAM C. BECK, M.D.,* Sayre, Pennsylvania 


The literature still abounds with 
learned articles on this subject, and 
the mortality, even in the most ex- 
perienced hands, reflects errors in 
diagnosis and therapy. Moreover, 
confronted with a specific case, acute 
perception and sound judgment are 
necessary in diagnosis and therapy. 

The difficulties are easy to enu- 
merate, and, on paper, simple of so- 
lution. To translate the didactic to 
the clinical problem requires ex- 
perience and meticulous evaluation 
of all of the clinical phenomena. The 
diagnosis, the recognition of the 
presence of strangulation, the man- 
agement of distension, the indica- 
tions for operative approach, the 


* From the Department of Surgery of the Guthrie 
Clinic and Robert Packer Hospital. 
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timing and use of conservative meas- 
ures and the correction of the phys- 
iological imbalances are specifically 
the salient factors to be considered 
in the individual case. 


THE DIAGNOSIS 


In most instances the diagnosis is 
easy. The colicky pain is accom- 
panied by the triad of vomiting, dis- 
tension and obstipation in most in- 
stances. It is the unusual case of 
high obstruction, in which the dis- 
tension and obstipation may be lack- 
ing, that may give difficulty; or the 
low obstruction with no vomiting in 
which case other criteria are neces- 
sary. The scout film of the abdomen 
taken in the recumbent position 
should tell the answer. The surgeon 
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should known the differential signs 
between the distended large and 
small bowel, be able to recognize 
when the distention is of ileum and 
jejunum only, indicating a small 
bowel obstruction. The film showing 
only colonic gas must represent a 
closed loop obstruction of the colon. 
One should be able to diagnose vol- 
vulus from the peculiar balloon ap- 
pearance of an isolated twisted loop, 
or the distention of the sigmoid in a 
volvulus of that segment. 

The clinical features with the 
x-ray will almost invariably estab- 
lish the diagnosis. The greatest diffi- 
culty will be in the rare case of 
peritonitis with both small and large 
distension of the accompanying ileus. 
In such cases, and in all questionable 
films, a careful look into the right 
lower quadrant will frequently re- 
veal an appendiceal fecalith. This 
will establish the difference. 


RECOGNITION OF STRANGULATION 


The many studies of this problem 
have suggested a variety of symp- 
toms which are supposedly pathog- 
nomonic. Actually, none are; in most 
forms of strangulation the veins 
will be compressed before the ar- 
teries, so that first there is usually 
a hemorrhagic bowel. The hemorr- 
hage takes place not alone into the 
bowel wall but also into the lumen 
and into the peritoneal cavity. Hem- 
orrhage into the lumen is of impor- 
tance in intussusception, while the 
blood in the free peritoneal cavity 
is of significance in other types of 
strangulation, as it produces a sterile 
peritonitis. 

Thus the symptoms of bowel ob- 
struction, plus the symptoms of peri- 
tonitis indicate a strangulation: i.e., 
severe continuous pain, tenderness, 
rebound tenderness (or percussion 
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tenderness), rigidity, and the d sap 
pearance of bowel sounds. As th 
peritonitis is, at first, a sterile on 
the symptoms may require se. 
When they are found, immeiliat/ 
operation is indicated. The exce})tior 
is intussusception, but in this cag 
the stool contains blood so that th 
syndrome can be recognized. 


THE MANAGEMENT OF DISTENSION 


In the presence of bowel obsitruc- 
tion, and in the absence of the signs 
and symptoms of strangulation, im- 
mediate operation is not imperative 
The next question arising is whethe 
the obstructing phenomenon is cap 
able of spontaneous relief. If it is 
conservative methods of controlling 
distension may be employed, await. 
ing resolution of the obstructing 
medium. If not, time may be en- 
ployed gainfully by preceding the 
operation with control of the disten- 
sion and correction of the physio- 
logic imbalances. 

The congenital bowel obstructions, 
such as imperforate anus and con-ff 
genital atresias, cannot be spontane- 
ously resolved, so they are immedi- 
ately operated upon. Certain gall- 
stone obstructions (diagnosed by the 
presence of air in the biliary tract 
on the scout film) will not resolve 
under conservative management. 
Complete obstructions of the colon,| 
as evidenced by the inability to ac-f 
cept an enema beyond the stenotic 
point, require operative relief. 

The majority of the small bowel 
obstructions are caused by plastic 
exudate in the postoperative period. 
Kinks and bands will resolve under 
conservative management, and intra- 
intestinal suction may bring relief. 
It may be used if observation for 
strangulation is carried out with 
vigilance; if there is no improvement 


May, 1956 





afte’ 24 to 36 hours, operation can 
Mbe c one safely. 


ATIONS FOR OPERATION 


<tegorically, operation is indi- 
immediately or very soon in: 
. Strangulation. 
. Irreversible obstruction such as 
onital atresia. 
. Closed loop obstruction such as 
lete obstruction of the colon 
a competent ileocecal valve or 
ucible hernia. Delayed opera- 
_s indicated in the other obstruc- 
which do not respond to con- 
itive management within 24 to 
48 | ours. 

It would appear that, with these 
rather stringent indications, almost 
all of the patients would be sub- 
jected to operation, leaving but a 
very few to be treated by intra- 
luminal suction. This is not the case. 
The percentage of strangulated loop 
obstructions, congenital atresias and 
complete colonic lesions is low. Care- 
ful analysis must be used on the 
large number of remaining patients. 
In general, most obstructions in the 
immediate postoperative period will 
respond to conservative manage- 
ment. At least half of the late post- 
operative obstructions will also be 
responsive to intraluminal suction. 


CONSERVATIVE MANAGEMENT 


This implies the correction of dis- 
tension by some method of intestinal 
intubation and suction, as prepara- 
tion for operation, or while awaiting 
spontaneous resolution. A variety of 
indwelling catheters has been de- 
signed for this purpose, and all of 
them work. The requisites are that 
the catheters actually lie in the gas- 
trointestinal tract below the cardia, 
that the suction be active, that the 
tube be open and that the patient’s 
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physiological needs be supplied. 

If the tube lies in the stomach, it 
will remove ingested air (most of the 
distending gas) as rapidly as the pa- 
tient gulps it down. The gas in the 
small bowel will gradually be re- 
moved as reverse peristalsis drives 
it back into the stomach. The same 
effect will be more rapidly accomp- 
lished by one of the catheters that 
can be fed into the small bowel. 
These are contraindicated only if the 
patient has had a previous gastro- 
enterostomy. 

As both the gastric and the in- 
testinal tube will have an identical 
eventual effect, the difference lies in 
the ease of passing the intestinal 
tube. In older patients that is often 
a difficult procedure necessitating 
repeated trips to the radiology de- 
partment. If this is a problem, and 
if the patient is not cooperative, a 
large-lumen Levine tube will be 
preferable. 


PHYSIOLOGICAL IMBALANCE 


The loss of fluids and electrolytes 
is such an obvious result of obstruc- 
tion that it would appear that the 
physiological changes would be easy 
to correct. Unfortunately this is 
not true. The depletion is of chlor- 
ides and potassium, and probably 
other electrolytes such as magnesi- 
um. Thus, in the alkalosis associated 
with high intestinal obstruction, it 
is usually wise to supply potassium 
empirically with chloride. An excess 
of potassium, however, may be 
fraught with greater danger than its 
depletion. Therefore, if there is an 
oligemia, potassium must be used 
with extreme care. 

Ideally there should be careful 
control of all of the electrolytes by 
biochemical analysis. This, however, 
is often impossible, as flame photo- 
May, 
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meters are still expensive machines. 
A fairly good estimation of the po- 
tassium level may be obtained from 
the electrocardiogram, and the state 
of acidity or alkalinity learned from 
the carbon-dioxide combining pow- 
er. Careful observation of the urin- 
ary output will give an accurate re- 
port of the general state of hydration 
of the patient. 

CONCLUSION 

Bowel obstruction is a disease in 


Hirsutism—A Manifestation of 
Juvenile Hypothyroidism 


Typical hirsutism, involving the 
back, shoulders, outer aspects of 
the arms and legs, and to a lesser 
degree the sides of the face, may be 
a manifestation of hypothyroidism 
in children. Four such patients with 
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ORIGINAL ARTICLE 


Su gical Intervention in Pilonidal Disease 


A comprehensive and detailed account of 
the procedures used by the author for the drainage 
of abscess and excision of the diseased area 


WILLIAM E. GILMORE, M.D., Baltimore, Maryland 


With very few exceptions, the pa- 
tient with pilonidal disease presents 
himself for treatment only after an 
abscess has formed. Therefore treat- 
ment’ of this disease involves two 
procedures; drainage of the abscess 
and subsequent excision of the sinus 
and cyst. 

The abscess should be drained im- 
mediately. Its usual location is at or 
near the mid-line, over the sacro- 
coccygeal area; the infection is of- 
ten deep-seated and associated with 
considerable tenderness but little, if 
any, swelling. Local infiltration of 
the overlying skin with a few cc. of 
novocaine, followed by incision, can 
usually be carried out with minimal 
discomfort to the patient. The use of 
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a sharp-pointed #11 blade rather 
than a curved scalpel for incision 
will minimize the pain of the pro- 
cedure. 

After drainage, the abscess cavity 
is kept open by a small gauze drain 
or rubber wick. Warm compresses or 
Sitz baths will promote drainage and 
afford considerable relief from pain. 
The drain may be removed on the 
second or third day, but the com- 
presses should be continued for a 
week. Following adequate drainage, 
the acute infection will clear rapid- 
ly and excision of the pilonidal sin- 
us can usually be undertaken with- 
in a few weeks. At this stage, with 
the pain relieved, there is a great 
tendency on the part of the patient to 
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postpone further surgery. The surg- 
eon should advise against any de- 
lay as this may invite additional in- 
fection and in the long run require 
more extensive surgery. 


HOW EXCISE PILONIDAL AREA? 


Basically, there are only three dif- 
ferent procedures possible, although 
many modifications can be devised. 
The surgeon may either close the 
wound completely, leave it wide op- 
en with or without packing, or par- 
tially close the wound (sauceriza- 
tion). A careful review of the liter- 
ature and his own experience finds 
no significant difference in the end 
results obtained by any of the three 
methods. Persistence or recurrence 
of the disease, regardless of the type 
of closure, can be expected in 15% 
of all cases. Accordingly, it would 
seem reasonable to employ a pri- 
mary closure in all but the most ex- 
tensively involved cases, thus short- 
ening the time of hospitalization, and 
simplifying post-operative care. The 
great majority of cases are not ex- 
tensive and readily lend themselves 
to this plan of closure. 

Approximately 80% of all cases 
coming to surgery may be treated by 
the closed operation. There are 
many variations of this procedure, 
any of which may be successful pro- 
vided the following general princi- 
ples are observed: 

1. Complete hemostasis. 

2. Obliteration of dead space. 

3. Avoidance of tension. 

4. Meticulous post-operative care 

of the wound. 


SURGICAL PROCEDURE 


After careful shaving of a wide 
area and routine preparation of the 
operative field, one or more sinus 
openings are gently probed to de- 
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termine their length and genera! di- 
rection. The use of methylene })lue 
or other dye to outline the s ‘nus 
tracts is not necessary as any in- 
volved tissue is easily identified. E)- 
liptical incisions are made, suffic'ent 
to encompass all of the diseased area 
and carried down vertically on all 




















































































sides to the presacral fascia. Excis- x 
ion is en bloc, removing all of the ai 
diseased tissue and leaving a clean TI 
floor of presacral fascia with gluieus fo 
muscle at the lateral margins. a 
All bleeding points are secured — 
with double-O plain catgut, ligating § 
the least tissue possible. Electric 
coagulation is not used, as this will § ¢ 
increase the amount of devitalized § £ 
tissue present, thus aiding infection. § F 
Following complete hemostasis, § 
heavy braided-silk stay sutures are § t 
placed, but not tied, 2 cm. apart and § ‘ 








3 cm. from the wound edge on each 
side—through the entire thickness 
of the wound on each side and tak- 
ing a small bite in the presacral fas- 
cia at the very bottom of the wound. 
These sutures, when tied later, oblit- 
erate most of the dead space. A 
small rubber drain is placed in the 
bottom of the wound and brought 
out from its upper angle. The subcu- 
taneous tissue between the skin and 
the fascia is then closed with inter- 
rupted sutures of double-O plain 
catgut and the skin edges with in- 
terrupted sutures of fine silk. Great 
care is taken to obtain accurate skin 
apposition especially at the lower 
angle of the wound where healing is 
often delayed. 

























































Several layers of folded gauze are 
then placed over the wound and the 
braided silk stay sutures tied quite 
snugly over the gauze to form a com- 
pression dressing. Several large 
gauze pads are then applied over the 
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entive area and tightly secured by 
mea is of long strips of adhesive tape 
placed from buttock to buttock. 
ANT!3IOTICS FOR PREVENTION 

OF | FECTION 

One of the broad spectrum anti- 
biot cs is prescribed for the first six 
post operative days; with complete 
bed rest for the first three days, then 
a cethartic and bathroom privileges. 
The first dressing is done on the 
fourth day with removal of the stay 
suti res and the drain. The skin su- 
tures are removed on the sixth day, 
when healing is almost complete. 

I. the usual case with primary 
closure, the patient is discharged 
from hospital on the sixth or seventh 
posi-operative day. If complete per 
prinum healing is present at this 
time, no further attention to the 
wound is necessary. 

For those cases in which healing 
is not complete at the time of dis- 
charge, frequent and careful follow- 
up is most essential. Sitz baths are 
ordered twice each day, a sterile 
dressing to be worn between baths. 
The patient is seen in the office 
every third day and the skin edges 
kept free of all hair by careful shav- 
ing with a straight razor. By the end 
of the second week most of these 
wounds will be completely healed. 
OPEN OPERATION 

Some 20% of patients with piloni- 
dal disease will not be suitable for 
primary closure. Neglected, long- 
standing disease with multiple, wide- 
spread and connecting sinuses and 
the presence of considerable scar tis- 
sue will require some type of open 
operation, with wide and radical ex- 
cision. Since there is no attempt to 
close the skin in the open method, 
the surgeon will not be tempted to 
compromise the extent of operation. 
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Simple excision of all the diseased 
area, establishment of hemostasis 
and packing the wound with gauze 
requires a very long period, often 
months, for complete healing and 
the hospitalization period is greatly 
lengthened. This method may also 
leave the patient with a wide, thin, 
sensitive scar overlying the sacrum 
and coccyx, which tends to break 
down. For cases not amenable to 
primary closure, partial closure af- 
ter excision of the sinus, with sauc- 
erization has been the most satisfac- 
tory procedure. 


EXCISION, PARTIAL CLOSURE AND 
SAUCERIZATION 


Following the same preparation of 
the field, a block excision is made of 
the entire diseased area. Any rami- 
fications are followed completely and 
excised, making, if necessary, 
trenches that branch off from the 
original wound. When the excision 
has been completed, the sides are 
carefully beveled outward by under- 
cutting and removing some of the 
subcutaneous fat down to the fascia. 
This beveling and undercutting is 
carried out completely around the 
wound and also along any lateral 
projections. As with primary clos- 
ure, careful hemostasis is obtained, 
using double-O plain catgut; then 
the skin edge is tacked down to the 
underlying fascia with interrupted 
fine silk sutures placed without ten- 
sion at 0.5 cm. intervals. This will 
leave one or more grooves or 
troughs of exposed raw area mea- 
suring anywhere from 0.5 to several 
cms. A thin layer of gauze, saturated 
with an antiseptic ointment such as 
Furacin, is then placed so as to 
cover all of the exposed surface, and 
a large pressure dressing of dry 
gauze is applied over this and an- 
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chored with adhesive tape. 


The patient is kept in bed for 
three days, and no attempt is made 
to delay bowel movements. A laxa- 
tive is given on the third day and 
the dressing changed after the first 
stool or on the fourth day. The silk 
sutures are allowed to remain for 
seven to ten days and, after their re- 
moval, Sitz baths twice each day un- 
til healing is complete. As a rule 
discharge from hospital is at the end 
of the second week, and the patient 
should be seen in the office at least 
twice a week till healed. Careful 
shaving of the skin adjacent to the 
wound should be done until healing 
is complete. 


The time required for complete 
healing for all save the expected 
15% of failures, should be no more 
than six weeks. 


Modification of Leg Traction 


The skin of the geriatric patient 
is usually dry and lacking in seba- 
ceous protection. Such skin is sus- 
ceptible to slight trauma, and so to 
secondary infection. In a young pa- 
tient, the skin may not be able to 
tolerate chemical contact. 


It was necessary to apply traction 
to a woman who was allergic to zinc 
oxide and to rubber. The following 
procedure was used, and no skin 
irritation resulted after a week of 
constant traction. It has been since 
used on many other patients with 
the same results. 


Moleskin is cut into strips 2 to 3 
inches wide and into lengths to cir- 
cumscribe a portion of the calf, plus 
one inch. These strips are applied 
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SUMMARY 


Pilonidal disease is often heralded 
by the appearance of a painful ab- 
scess demanding drainage. Aiter 
adequate drainage of the infection, 
excision of the sinus tract and cyst 
should not be delayed. Following 2x- 
cision of the diseased area, ‘he 
wound may be closed, partially 
closed (saucerized) or left com- 
pletely open. There will be a recur- 
rence or persistence of the disease 
in 15% of the cases, regardless of the 
procedure used. A method of com- 
plete closure, using a small drain 
and a tied-in compression dressing is 
recommended for the usual case, in 
which the disease process is not 
very extensive. For the occasional 
patient with widespread disease, 
partial closure with saucerization of 
the wound edges is the procedure of 
choice. 


firmly, the soft side in contact with 
the skin and the adhesive not in con- 
tact at any point. The one inch over- 
lap produces external, instead of the 
usual internal (and skin) contact. 
This is begun below the tibial tu- 
bercle and is extended down to the 
ankle, using proper padding where 
necessary. When completed, longi- 
tudinal strips of tape or moleskin 
are attached to adhesive surface ex- 
posed, as in Buck’s traction, and the 
entire boot is then covered with one 
inch of wide tape. The boot clings 
firmly to the skin and can be left 
on for long periods without concern 
regarding skin respiration, absorp- 
tion of sweat or contact burns. The 
traction can be painlessly removed. 
Salzman, W. L., J.4.M.A., 8:652, 1955. 
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Treatment of Poison Ivy with Kutapressin* 


This non-toxic and non-allergenic liver 
derivative brought healing of lesions and relief 
of symptoms, usually within three days 


A. WILLIAM KOZELKA, 
WALLACE MARSHALL, 


The dermatitis produced by con- 
tact between the human skin and 
poison ivy (Rhus toxicodendron) 
can be classified also under the head- 
ings of contact dermatitis or derma- 
titis venenata. Poison ivy is a se- 
verely irritating allergen which pro- 
duces a marked inflammatory reac- 
tion in the skin of sensitive humans. 
Vesiculation and the formation of 
bullae are commonly observed. Such 
reactions may last for three weeks 
or more, and occasionally sensitiza- 
tion to other allergens may be pro- 
duced. Hence, chronic eczema may 
ensue.! This marked dermatological 


*Kutapressin, Kremers-Urban Company, Milwaukee, 
Jisconsin. 
1. Yater, W. M., Fundamentals of Internal Medi- 


~ e, p. 964, ‘Appleton- Century Co., New York, 
42. 
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M.D., Ph.D. and 
M.D., Two Rivers, Wisconsin 


reaction is produced by a chemical 
in poison ivy called urushiol. It is a 
mixture of o-dihydroxybenzene de- 
rivatives with a normal fifteen car- 
bon side chain with two unsaturated 
bands (C:,H;,0.).2 The dermatitis 
usually attacks the exposed portions 
of the body. The patient’s eyelids 
often become extremely swollen, 
possibly due to absorption of this 
toxin. 

As for the differential diagnosis, 
Lewis* states that contact dermatitis 
is usually of recent origin, while 
atopic dermatitis has often been pre- 
sent for months or years. Accord- 
ing to a “In most cases, the 
2. Andrews, G. C., Disease a= Skin, p. 104, W. 


B. Saunders a Phila., 


3. Lewis, G. M., Practical Dermatology, p. 31, W. 
B. Saunders Co., Phila., 1952. 
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diagnosis of contact dermatitis is 
readily made on the superficial char- 
acter of the rash, the itching and the 
presence of the rash on exposed 
areas of the skin. In approximately 
half the cases the cause for the der- 
matitis is readily determined. In the 
rest, a certain amount of detective 
work is required before the respon- 
sible allergen is discovered. In some 
cases, the cause is never discovered.” 

Feinberg‘ states that proteins are 
the usual irritants in the atopic 
types of disease, while in the contact 
types, proteins are practically never 
the specific irritants. The active an- 
tigen in ivy has the nature of a lip- 


oid. 
ROUTINE TREATMENT 


Since poison ivy produces a severe 
dermatitis in which exudation and 
pain are very severe, routine treat- 
ment has been devised to control 
these conditions. Hence solutions, as 


Burow’s solution or comparable pre- 
parations, are applied to the affected 
skin for 15 to 30 minutes several 


times daily.” Anti-pruritic drugs, 
such as methyl salicylate, phenol, 
and menthol also are used. Anti-his- 
taminic drugs, given orally, may give 
some relief. Hydrocortone ointment,® 
in a propylene glycol base, may be 
employed. 

ACTH and Cortisone are said to 
be of great value in such severe 
cases, but as Andrews’ points out, 
the eruption may recur a week or 
two after these drugs are discon- 
tinued. X-ray therapy is said to be 
of some value for relieving the itch- 
ing.* Alexander® mentions the treat- 





. Feinberg, S$. M., Allergy in Practice, p. 692, Year 
Book Publishers, ame Chicago, 1944. 

5. Vide supra #3, p. 3 

. Vide supra #2, p. 106. 

. Vide supra #2, p. 106. 

. Vide supra #3, p. 31. 

. Alexander, H. L. ‘Reactiéns with Drug Therapy, 
p. 245, W. B. Saunders Co., Phila., 1955. 
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ment of severe dermatitis with “or. 
tisone, 100 to 200 mg. a day, together 
with 60 to 100 mg. of ACTH. Most of 
these patients were discharged ‘rom 
the hospital on the third day and 
were able to resume work. This ther. 
apy relieved the pruritus within. 12 
to 36 hours. Alexander reports that 
ten control patients treated by rou- 
tine measures, averaged six days of 
hospitalization and eleven days of 
disability. 


KUTAPRESSIN THERAPY 


The current treatments for poison 
ivy have not been entirely satisfac. 
tory. Both ACTH and Cortisone are 
expensive, recurrences of the der- 
matitis occurred in several patients 
as soon as these agents were discon- 
tinued. One patient, who was treated 
with Cortisone, became sensitive to 
this drug. 

Writing in a bulletin for a group 
of allergists, Professor Cleveland J. 
White’® discussed the treatment of 
cases of chronic urticaria. He stated: 
“It is amazing the number of cases 
I have had which did not respond to 
the steroids, but did respond to Ku- 
tapressin in symptomatic relief; and 
sometimes resulted in definite cure 
while we were attempting to uncover 
the etiologic factor.” 

Kutapressin is a non-toxic, non-al- 
lergenic derivative from liver which 
produces vasoconstriction of the di- 
lated terminal arterioles and capil- 
laries. It rapidly reduces skin ed- 
ema; hence fluid tension on the skin 
nerve endings is lessened, and this 
action produces relief from itching 
and pain in afflicted patients within 
a matter of minutes. 

In consideration of the difficulties 
encountered in steroid therapy for 


10. White, C. J., The Letters of the Internationd ional 
Correspondence Society of Allergists 19:30,1956. 
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poiscn ivy, the results obtained with 
Kutepressin are especially impres- 
sive. For the specific treatment of 
poison ivy, excellent therapeutic re- 
sults can be obtained when a simple 
proc-dure is followed. 

This series studied consisted of 28 
patients with dermatitis, caused by 
the ‘oxin of poison ivy. These pa- 
tients were treated independently in 
sepavate offices. A dose of 2 cubic 
cent meters was administered sub- 
cutaneously daily, usually in the 
postcrior aspect of one of the pa- 
tients arms. The patients ranged in 
age rom 13 to 84 years. With every 
patient in this series, the administra- 
tion resulted in a definite blanching 
of the involved integument. Pruritus 
was ameliorated usually within a 
few hours’ time, and the edema and 
hyperemia in the involved skin areas 
subsided markedly within a period 
of 12 hours after the first injection. 

All patients remained ambulatory 
during therapy, and each case was 
pronounced greatly improved and 
discharged within three days. All 
patients were given a daily dose (2 
cubic centimeters) subcutaneously. 
There were no untoward reactions to 
this medication, and the patients 
welcomed this therapy. There were 


Effects of Flying on Patients 
With Cardiovascular Disease 


Thirty persons, all with organic 
cardiovascular disease, are shown to 
have been able to take journeys by 
air. They comprised most of the 
common varieties of severe organic 
heart diseases. In all cases cardiac 
compensation was good at the time 
of flying, and in no patient did such 
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no complaints of pain due to injec- 
tions with this medication. No other 
medications were used to treat these 
patients. 


SUMMARY 


A non-toxic and non-allergenic de- 
rivative of liver, which possesses a 
marked ability to constrict capil- 
laries without raising systemic blood 
pressure, brought excellent results 
in the treatment of poison ivy. This 
medication is practically painless 
upon injection. 

Twenty-eight patients with poison 
ivy were treated with daily subcu- 
taneous injections of Kutapressin in 
2 cubic centimeter doses. Every pa- 
tient responded to this treatment, 
usually sufficiently improved by the 
third day to warrant discharge from 
further care. 

The results obtained from this 
clinical study suggest that Kutapres- 
sin is specific for relief of symptoms 
and for healing the lesions caused by 
poison ivy. No recurrence of the dis- 
order was observed in any case after 
medication was discontinued. The 
best current therapy for the ade- 
quate treatment of poison ivy der- 
matitis appears to be daily injections 
of Kutapressin. 


air travel affect the heart or the hy- 
pertension, either at the time or 
subsequently. 

Adequate pressurization of the 
plane must be assured in such cases, 
this confirmed with the airport of- 
ficials as an essential preliminary. 


Bourne, Geoffrey, Brit. M. J. 4909:310-313, 1955. 
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emer Nembu-Serpin’ 


Restful nights are added to calm days for anxiety and mild 
hypertension patients when you prescribe Nembu-Serpin. The 30 mg. (% gr.) or 
short-acting Nembutal (Pentobarbital Calcium) in each tiny Filmtab quickly 
induces drowsiness at bedtime, followed by refreshing sleep. Then the 0.25 mg. 
of longer-acting reserpine in each Filmtab calms patients through the following days. 


Patients experience almost immediate relief as Nembu- 
Serpin’s sedative-tranquilizing action rapidly takes effect. Then their sense of 
well-being increases during the following few days. Nembu-Serpin avoids pro- 
longed waiting for a cumulative response to reserpine. 


Small dosages add safety, simplicity, economy for patients. 
Dosage schedules are simple, medication economical: just one Nembu-Serpin 


Filmtab at bedtime will calm the worries of most anxiety 
patients. Nembu-Serpin Filmtabs—in bottles of 100 and 500. bbott 


®Film-sealed tablets 
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Early Menopause 


ORIGINAL ARTICLE 


Proper endocrine therapy will restore 
good health and prevent many useless or harmful 
surgical procedures and medical therapy 


JOSEPH B. RADDIN, M.D., Phoenix, Arizona 


Some physicians use the term 
“early menopause” as a diagnosis 
for a symptom complex complained 
of by some women, 20 to 50 years 
of age, who still menstruate per- 
haps irregularly or in scant amounts. 
Nervousness is a major complaint, 
with many emotional and physical 
symptoms. Fainting spells, fatigue, 
frigidity and obesity are common 
complaints. Insomnia, restlessness, 
crying spells, hirsutism and a men- 
tal attitude which makes them irri- 
table and hypercritical of family, 
friends and associates. This mental 
condition simulates and is often diag- 
nosed as a psychoneurosis. It re- 
sponds well to indicated endocrine 
therapy and poorly to psychother- 
apy. 
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Physical complaints simulate 
many heart, gastrointestinal, urin- 
ary tract, chest and reproductive 
system diseases. It is important to 
realize that all these complaints are 
due to imbalanced female sex en- 
docrine system function, and that 
they are not due to organic disease. 
These women should have an eval- 
uation of their endocrine status as 
part of their diagnostic work-up be- 
fore any organic disease is diag- 
nosed. Far too many hysterectomies 
and removals of one ovary and “part 
of the other ovary” are performed 
without benefit, indeed with deter- 
ioration, to the health. 


ETIOLOGY 


Use of the diagnosis “early meno- 
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pause” for these complaints is un- 
fortunate and inaccurate. Much pre- 
ferable, if a descriptive term seems 
useful, is a “menopausal-like” state. 
Either “endocrine dysfunction” or 
“hormone imbalance” is an accurate 
diagnosis, acceptable to the patient. 
This group of symptoms is usually 
due to thyroid, ovary and adrenal 
cortex under-function, secondary to 
anterior pituitary under-function. 
Menopausal cessation of ovarian 
function is irreversible. Younger 
women with ‘‘menopausal-like” 
complaints are not beginning the 
menopause. These women regularly 
respond to stimulating endocrine 
therapy by resumption of normal 
ovarian function and balanced hor- 
mone secretion, with remission of 
symptoms. A menopausal woman 
can not respond to stimulating ther- 
apy. 


REVIEW OF FEMALE SEX ENDOCRINE 
SYSTEM FUNCTION 


Normally the anterior pituitary 
gland secretes four trophic hormones 
which regulate function of its “tar- 
get glands,” the thyroid, ovaries and 


adrenal corticies. TSH (thyroid 
stimulating hormone) stimulates 
thyroid activity; ACTH (adrenal- 
cortico-trophic-hormone) stimulates 
function of the adrenal cortex; FSH 
(follicle stimulating hormone) stim- 
ulates ovarian follicle formation 
which secretes estrogen and devel- 
ops an ovum; and LH (luteinizing 
hormone) stimulates corpus luteum 
formation in the clot following ovul- 
ation and secretion of progestin. 
Ovulation which releases the ovum 
by rupture of a mature ovarian fol- 
licle is directly concerned with men- 
struation and pregnancy. 

Function of the anterior pituitary, 
thyroid, ovary and adrenal cortex is 
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normally automatically balanced, 
When any one or more of the tar zet- 
gland hormones—estrogen, pro ‘es- 
tin, thyroxin and the adrenal co: tex 
hormones—reaches a certain | igh 
level in the blood, the anterior pi- 
tuitary slows secretion of the ap 
propriate trophic hormone or | or- 
mones, presently in excess sup ly, 
Similarly a low blood hormone level 
releases more of the indicated ‘ro- 
phic hormone which stimulates the 
target gland activity. 


DIAGNOSIS 


Accuracy of diagnosis is important 
since endocrine therapy appropriate 
to the individual case will bring 
about prolonged remission of symp- 
toms, or even cure. This substitu- 
tion therapy must be continued in- 
definitely. It also does more harm 
than good in the young woman for 
whom stimulating therapy is indi- 
cated. 


The real diagnostic difficulty 
arises in proving whether or not un- 
der-function of the anterior pituitary 
is causing the symptoms. A test of 
value is made of thyroid function 
by measuring the TSH effect on 
blood PBI (protein bound iodine). 
This test will diagnose primary hy- 
pothyroidism and that secondary to 
anterior pituitary failure of TSH se- 
cretion. 

The basal body temperature chart 
is a reliable guide to ovulation. If 
ovulation occurs, corpus luteum for- 
mation practically always follows, 
and secretion of estrogen and pro- 
gestin in some amount can be as- 
sumed. 

Severe grades of adrenal cortex 
under- or over-function are rare and 
can now be fairly readily and accu- 
rately diagnosed by various labora- 
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tory procedures. Mild degrees of un- 
der- and over-function may be sus- 
pected in many cases in which lab- 
oratory tests are inadequate. 

Since there is a very intimate hor- 
mone balance normally maintained 
between the anterior pituitary, thy- 
roid, ovary and adrenal cortex, dys- 
function of one gland is commonly 
reflected in disturbed function of one 
or more of the other glands as well 
as body metabolism and the sense of 
feeling well. 


THERAPY 


Therapy of “early menopause” 
should be directed at stimulation 
of normal anterior pituitary func- 
tion. Pregnant mare serum hormone, 
in adequate dosage over several 
months, regularly induces complete 
and prolonged remission of “early 
menopause” symptoms. It is known 
to have FSH, LH and TSH effect. 
Indirectly it appears to balance ad- 
renal cortex function. Basal body 


Paralysis Due to the Bite 
of a Tick 


This is a condition to be kept in 
mind during the polio season. Think 
of it when a child in summer has 
become weak, ataxic or paralyzed; 
examine scalp carefully since the 
ticks can easily be missed. 

Dogs or cats should be carefully 
deticked. Children who play in 
grassy or weedy areas should be ex- 
amined at noon and at bed time for 
ticks. It requires 6 to 8 hours for the 
tick to become firmly attached. In 
summer, hair should be kept short 
and scalp washed frequently. 

The disease has been fatal in 10 
to 12% of the western cases; in 3 to 
5% of the eastern. 
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temperature reflects ovarian func- 
tion and is a practical guide to tl er- 
apy. 
Substitution therapy by increasing 
the amount of target gland horm ne 
in the blood automatically depresses 
anterior pituitary trophic hormone 
secretion—just the opposite of iceal 
therapy for the “early menopausre.” 
It is therefore contraindicated. 
Phenobarbital and similar sedati es 
are often prescribed, but women fre- 
quently reject them because they do 
not relieve the symptoms. 


SUMMARY 
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Women under 50 with symptoms 
of “early menopause” regularly re- 
spond well to pregnant mare serum 
hormone because it stimulates nor- 
mal female sex endocrine system 
function. Menopausal women and 
castrates must be treated by substi- 
tution therapy using the target gland 
hormones in amounts adequate to 
attain normal blood levels. 


















Look for a tick in dark, hairy 
areas. It may be 10 by 13 mm. and 
when engorged is gray. Remove the 
tick as a whole; ether, acetone, or 
benzine will loosen in 10 minutes. 
Touching the tick with hot needle 
or lighted cigarette will loosen hold. 


In bulbar paralysis give oxygen 
and suction to prevent aspiration of 
saliva with resulting asphyxia. Feed- 
ing should be by vein or, as the pa- 
tient improves, by stomach tube. 

Most patients improve within a 


few hours after the removal of the 
tick. 



























Chesney, J., J. Tennessee M. A., 48:77-80, 1955. 
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ORIGINAL ARTICLE 


Management of the Child with 
Congenital Heart Disease 


Alertness in the recognition of elusive 
symptoms, extensive physical and x-ray examination 
and definitive treatments are essential 


DANIEL F. DOWNING, 


The diagnosis of a congenital car- 
diac anomaly may require the serv- 
ices of a specialized laboratory, but 
the physician who first sees the pa- 
tient may arrive at a reasonably ex- 
act idea as to the nature of the de- 
fect, and provide intelligent guidance 
to patient and parents. 

In the majority of cases a heart 
murmur furnishes the initial evi- 
dence. At the time of its discovery 
the physician makes a grave mis- 
take if, because of its character or 
because the patient has no symp- 
toms, he decides that it is functional. 
In our series a large percentage of 


‘From the Division of Pediatrics of the Hahnemann 
Medical College and Hospital. 
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M.D.,* Philadelphia, Pennsylvania 


children with proven congenital 
heart defects have at some time 
been considered to have a function- 
al murmur. The parents had been 
assured that the child would “out- 
grow” it. 

The discovery of a murmur de- 
mands a careful and complete his- 
tory, x-rays and an electrocardio- 
gram. The data from these plus that 
of the physical examination, will in 
most cases allow a tentative diagnos- 
is. 

Inquiries must be made concern- 
ing fatigue, shortness of breath, pro- 
fuse perspiration, cyanosis, chest 
pain, syncope, cough, etc. Casual 
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questioning is not sufficient; each 
manifestation must be thoroughly 
explored. The mother may say that 
the child doesn’t tire easily or be- 
come short of breath quickly, but 
further questions may bring out that 
he always brings up the rear in 
playing with others, or that during 
infancy when feeding he would have 
to stop frequently, or that his respir- 
ations are or have been rapid and 
noisy at night. Profuse perspiration 
is a very frequent phenomenon in 
congenital heart disease. Does the 
patient sweat a great deal even in 
cool weather, or did he in infancy 
and early childhood? A positive his- 
tory of cyanosis — if the individual 
has no visible cyanosis at the time 
of examination — cannot be taken 
for granted. Unless there was defi- 
nite blueness of the lips or of lips 
and nail-beds under circumstances 
other than chilling such history must 
be accepted with reservations. A 
negative history in this respect may 
mean little, for frequently when 
parents of an obviously cyanotic 
child are asked when they first no- 
ticed blueness they will answer that 
they have never noted it. If there is 
an affirmative answer to the ques- 
tion regarding chest pain the exact 
location should be determined. The 
child may complain of chest pain, 
but point to the upper abdomen 
when asked to indicate its site. 


PHYSICAL OBSERVATIONS 


From the physical examination the 
important information to be gained 
concerns the presence of cyanosis, of 
visible cervical vessel pulsations or 
prominence, the character of the 
second sound at the base, the point 
of greatest intensity of the murmur, 
the presence of pulmonary rales and 
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liver enlargement. Absence oi the 
pulmonic second sound in the second 
and third left interspaces, or of the 
aortic second sound in the second 
and third interspaces may indicate, 
respectively, stenosis of the pul 
monic or aortic valve. Accentuation 
of the pulmonic second sound may 
denote increased pulmonary flow 
due to a left to right shunt through 
a septal defect, anomalous pulmon- 
ary veins or a communication be. 
tween aorta and pulmonary artery. 
Determination of the point of maxi- 
mal intensity of a murmur neces. 
sitates careful auscultation over the 
entire anterior chest. 

































































X-RAY EXAMINATION 





Competent x-ray examination is 
essential for the patient suspected of 
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having congenital heart disease. The § 01 
size of the peripheral pulmonary § h 
vessels is of greatest importance. Ab- § v 
normally clear lung fields are consis- § it 
tent with obstruction to pulmonary § © 
blood flow. Accentuation of the vas- § © 
cular markings accompanies in-§ t 





creased pulmonary flow. The size 
of the main pulmonary artery is also 
important. Dilation may be seen in 
lesions with increased pulmonary 
flow as well as in pulmonary valvu- 
lar stenosis. The pulmonary artery 
also may be dilated and there will be 
no significant cardiac lesion. A small 
pulmonary artery, or a definite con- 
cavity in the region of junction of 
the supracardiac vascular shadow 
and the left cardiac border, may in- 
dicate pulmonary infundibular sten- 
osis or atresia of the valve. Cardiac 
enlargement is not difficult to deter- 
mine on x-ray examination; but spe- 
cific chamber involvement offers 
problems. Of the four chambers, the 
right atrium is the most difficult to 
evaluate. Increase in mass to the 
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right of the sternum is usually indi- 
cati:'e of dilation, as in extension of 
the inferior cardiac shadow poster- 
jorls beyond the esophagus in the 
right anterior oblique view. Left at- 
rial lilation is best appreciated in the 
lateral or right oblique view and its 
deg: ee is measured by the extent of 
com oression of the esophagus. Later- 
al displacement to the right in the 
P-A view bears the same signifi- 
cance. Rounding of the left cardiac 
border is indicative of either left or 
right ventricular hypertrophy. Ele- 
vation of the apex favors the right, 
depression the left, ventricle. A right 
aortic arch with prominence of the 
ascending aorta to the right of the 
midline and indentation of the 
esophagus along its right margin us- 
ually means the tetralogy of Fallot, 
or transposition of the great vessels. 
In the left anterior oblique view the 
vessel is prominent anteriorly. Prom- 
inence of the ascending aorta with- 


out indentation of the right border 
of the esophagus is common in aor- 
tic stenosis. 


AXIS DEVIATION 


The ECG to be worthwhile must 
be complete. In addition to the us- 
ual limb and precordial leads, V.R 
should be routine, because this lead 
may be the only one to reflect right 
ventricular hypertrophy. It must be 
emphasized that axis deviation is not 
a measure of ventricular hyper- 
trophy. Right axis deviation may 
occur with left, left axis deviation 
with right, ventricular hypertrophy. 
In general, one thinks of a septal 
defect or pulmonary stenosis if there 
is right ventricular hypertrophy; of 
coarctation of the aorta, aortic sten- 
Osis, patent ductus or fibroelastosis 
if there is left ventricular hyper- 
trophy. 
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Once the decision has been made 
that the patient has a congenital car- 
diac anomaly and the nature of the 
anatomic defect tentatively decided 
upon, its physiologic significance 
must be assessed. The severity of 
symptoms is the best clinical criter- 
ion, although many patients with se- 
vere lesions are asymptomatic. As a 
rule cardiac catheterization is neces- 
sary for definitive diagnosis and for 
estimation of the importance of the 
defect. 


REASONABLE RESTRICTIONS 


The day-to-day care of the child 
with congenital heart disease differs 
in no way from that of the normal 
child. Even the severely affected in- 
fant should not be deprived of the 
benefit of immunization procedures. 


Warning parents of infants with 
congenital heart disease that they 
must never allow the infant to cry 
or to “get a cold” has been respon- 
sible for many unhappy family sit- 
uations. Crying has never contrib- 
uted materially to fatality in such an 
infant, and parents cannot always 
keep him from contracting an upper 
respiratory infection. Such an in- 
fection should be treated just as in 
a normal child: no antibiotics, ade- 
quate fluid, bed. “Prophylactic” an- 
tibiotics do no good and may do 
harm by contributing to the develop- 
ment of resistant strains of bacteria. 


Restriction upon physical activi- 
ties should be imposed in only those 
types of congenital heart disease in 
which interference with coronary 
blood flow is likely: left coronary 
artery arising from the pulmonary 
artery, fibroelastosis, aortic stenosis. 
Really, aortic stenosis is the sole 
lesion requiring restriction, since 
patients with anomalous left coron- 
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ary artery or fibroelastosis usually 
die before the walking age. The child 
with any other type of congenital 
heart disease should be allowed to 
exercise as he will. His symptoms 
will limit him. Aortic stenosis differs 
in this respect in that coronary blood 
flow may be acutely diminished to 
a dangerous level without premoni- 
tory signs or symptoms. 

It is surprising how frequently 
physicians fail to diagnose cardiac 
failure in patients with congenital 
heart disease. It is common to get a 
history of pneumonia. Questioning 
reveals that the child had no fever 
and that the chief sign was respira- 
tory distress. Dyspnea and pulmon- 
ary rales in a patient with a signifi- 
cant cardiac murmur should always 
be regarded as evidence of cardiac 
failure. The ordinary therapeutic 
measures for pneumonia may be 
used but at the same time the pa- 
tient should be digitalized. 

The definitive treatment of some 
congenital heart anomalies is, of 


Low-Dosage Estrogen-Androgen 
In the Management of 
Menopausal Syndrome and Other 
Estrogen-Deficiency States 


Gynetone, a low-dosage estrogen- 
androgen, 0.02 mg. ethinyl estradiol 
and 5 mg. methyltestosterone, gave 
complete symptomatic relief in 81% 
of 150 menopausal patients, surgical 
castrates, and patients with hypo- 
pituitary-ovarian syndrome. 

Complete alleviation of symptoms 
could be achieved in 43.3% of the 
150 with one tablet daily; in 76.6% 
with up to 1 tablet twice a day. A 
surprising increase in sense of well- 
being over that with other therapy 
accompanied the use of Gynetone. 
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course, surgical. The major de‘ ects 
for which techniques have beer de- 
veloped are patient ductus arte vios- 
us, coarctation of the aorta, aortic 
stenosis, atrial septal defect, and 
pulmonary stenosis. 

Many patients with correctable 
lesions have died unnecessarily be- 
cause of pronouncements as to the 
age at which various lesions should 
be subjected to surgery. There are 
certain ages at which certain defects 
may be operated upon with the 
greatest hope of success. However, 
for the individual patient the time 
of necessity may be at any age from 
the time of birth. The infant with 
pulmonary stenosis who is apt to die 
at one week of age should be oper- 
ated on in his first six days. The op- 
timal time for surgery is before the 
patient finds himself in difficulties. 
A heart lesion may be just as malig- 
nant as carcinoma and, if physiologi- 
cally significant and operable, it 
should be operated upon as soon as 
its presence is determined. 


Patients expressed preference for 
the low-dosage combination. 

The 0.66% incidence of uterine 
bleeding with Gynetone contrasted 
sharply with its occurrence in 4 of 
the patients receiving estrogen. Hir- 
sutism occurred in 44 of the patients 
receiving higher-dose estrogen-an- 
drogen combinations, but only once 
(0.66% incidence) to a mild degree 
with Gynetone. The incidence of 
acne was also less with Gynetone. 


Moravec, C. I 


», et al., New York State J. Med., 55: 
2775-2780, 1955. 
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ORIGINAL ARTICLE 


Surgery in Patients with Jaundice 


The management of three main 
varieties of obstructive jaundice are 
discussed, and common causes given 


MAX M. ZINNINGER 


Normally the pigment which 
causes jaundice is liberated only 
from worn-out red corpuscles in the 
spleen. It goes to the liver via the 
splenic and portal veins, and is there 
picked up and metabolized by the 
liver cells, discharged into the bile 
ducts and thence into the intestine. 
Part of the pigment is reabsorbed, 
but much of it is excreted in the 
feces giving the normal brown color 
to the stool. Three general varieties 
of jaundice are recognized: 

1. Hematogenous. 

2. Hepato-cellular. 

3. Obstructive. 

In hematogenous jaundice there is 
abnormal destruction of red blood 
cells so that the liver is unable to 
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remove all of the pigment brought 
to it. In hepato-cellular jaundice, 
the liver again is unable to remove 
all the pigment — due to damage to 
the liver cells so that they cannot re- 
move even a normal amount of pig- 
ment. In obstructive jaundice, the 
liver cells remove the pigment, me- 
tabolize it and discharge it into the 
bile ducts; but the ducts being ob- 
structed, the bile backs up and is 
reabsorbed into the blood stream. 
Chemically, this reabsorbed pig- 
ment is supposed to be different 
from that which has never been re- 
moved from the circulation. 
Hematogenous jaundice is easy to 
recognize; there is usually evidence 
of abnormal destruction of red cells, 
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while the output of bile in the intes- 
tine remains at a normal level. Two 
common causes of this type of jaun- 
dice are hemolytic transfusion reac- 
tion and congenital or acquired he- 
molytic jaundice. The latter condi- 
tions may be benefited by splenec- 
tomy, but as a rule surgery has 
little else to offer in the treatment of 
hemolytic jaundice, and this condi- 
tion will not be discussed further 
here. 


HEPATIC JAUNDICE 


Hepato-cellular and obstructive 
jaundice may at times be easily sep- 
arated from each other, but under 
certain circumstances they mimic 
each other very closely. It is impor- 
tant to differentiate them, because 
a patient with the former will not be 
helped by surgery, and may be 
harmed by anesthesia and operation; 
while the latter is seldom helped by 
medical measures, and surgery only 
can be helpful in relieving the ob- 
struction. 


Even with careful clinical and lab- 
oratory study differentiation cannot 
always be made. A carefully taken 
history may be of great value. The 
commonest conditions causing hepa- 
tic jaundice are the ingestion or in- 
halation of liver-cell toxins, and vi- 
ral or homologus serum hepatitis. 
Therefore a careful review of drugs 
taken or exposure to known toxic 
agents should be made, as well as 
an inquiry into injections and espec- 
ially of blood transfusions within the 
previous several months, as well as 
contact with other patients with 
jaundice. Associated pain, nausea or 
vomiting, chills, fever, etc., may be 
of great help for this combination is 
seen usually in stone in the common 
duct with ascending cholangiitis. 
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The physical examination often is of 
little help, unless some such finding 
is made as a large non-tender p:lp- 
able gallbladder with progressive 
jaundice, indicative of obstructior. of 
the bile ducts due to neoplasm. 


Ordinarily a number of liver-func- 
tion studies need to be carried out. 
Determination of the degree of jaun- 
dice may be done by the quantitative 
Van den Bergh test which gives 
qualitative as well as quantitative 
information. It is reported, as a rule, 
in mgms. percentage of the direct 
and the total reaction. Jaundice is 
rarely evident unless the total pig- 
ment is in excess of 1.0 mg. per- 
cent. The direct reaction is supposed- 
ly due to pigment which has gone 
through the liver cells, and then 
been reabsorbed, and therefore is in- 
dicative of the degree of obstructive 
jaundice. The difference between 
the direct and the total reaction is 
the so-called indirect reaction which 
is theoretically due to pigment that 
has not gone through the liver cells. 
It therefore supposedly represents 
pigment which has not been removed 
from the serum, due either to exces- 
sive amount of pigment (hematogen- 
ous) or to inability of the liver cells 
to remove it (hepato-cellular). It is 
undoubtedly true that a strong pre- 
ponderance of the direct or of the 
indirect component should be inter- 
preted as evidence of obstructive or 
non-obstructive jaundice, respec- 
tively. 


TURBIDITY TESTS 


The thymol and the cephalin floc- 
culation tests measure the same liv- 
er functions, so one may suffice. 
The turbidity tests are also used, 
e.g., thymol turbidity, and ZnSO, 
turbidity. For the former the normal 
value is 4-8 units, and for the latter 
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10-12 units. Levels higher than these 
are indicative of disturbance or dis- 
ease in the liver cells. If the floccula- 
tion and turbidity tests are low and 
the serum alkaline phosphatase is 
high, the laboratory evidence points 
to obstructive jaundice, while the 
reverse findings are indicative of 
hepatocellular disease. 


Cne other test of practical value is 
the determination of the prothrom- 
bin time. This is almost always low- 
ered in jaundice due to insufficient 
bile in the intestinal tract. However, 
the response to the parenteral use of 
vitamin K may be of value, for in 
disease of the liver cells the response 
may be nil or minimal; while in ob- 
structive disease, prompt improve- 
ment is to be expected. 


NEEDLE BIOPSY OF LIVER 


The evaluation of the liver profile 
is at times quite easy, as when all 
tests agree that the disturbance is 
intra- or is extra-hepatic. All too of- 
ten this is not the case — some of 
the tests indicating liver damage 
while others point to obstructive dis- 
ease — and here we generally speak 
of a mixed jaundice, and it is easy 
to see why this may occur. In gen- 
eral it may be stated that when the 
liver function tests (i.e. the liver 
profile) are inconsistent, one should 
rely largely on his clinical impres- 
sion and judgment. In case of doubt 
in our clinics we resort at this stage 
(or perhaps even earlier) to needle 
biopsy of the liver. We believe that, 
proper precautions being observed, 
this is a safe and helpful procedure. 
The pathologist must be able to in- 
terpret properly the small bit of tis- 
sue obtained by this method. In our 
various clinics it has proved of great 
help. 
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When the internist believes that 
operation is indicated, and has called 
in the surgeon, the latter should re- 
view all the evidence before agreeing 
that the condition requires operation. 


COMMON CAUSES OF 
OBSTRUCTIVE JAUNDICE 


Of the many causes of obstructive 
jaundice, if we exclude jaundice due 
to congenital anomalies in children, 
there are three main causes: 


1. Stone in the common bile duct. 

2. Stricture of the bile ducts. 

3. Neoplasm of the ampulla of Va- 
ter, of the ducts or gallbladder, or 
of the pancreas compressing the 
duct. 


Let us review briefly the ordin- 
ary symptoms and signs of these 
three common causes of obstructive 
jaundice. 

Stone in the common duct. There 
is usually pain, the jaundice is as a 
rule intermittent, and there may al- 
so be chills and fever, nausea and 
vomiting. Many times there is a pre- 
ceding history suggestive of gall- 
bladder disease. The classic picture 
is sudden onset with a chill, plus 
pain in the upper abdomen, and us- 
ually nausea and vomiting. Fever 
rapidly ensues and may rise to 103°. 
After several hours the attack may 
subside dramatically. Jaundice be- 
comes evident only 6-12 hours after 
onset of the attack. Such attacks 
may be repeated with free intervals 
of one to several days. This group 
of symptoms is usually produced by 
a solitary stone in the common bile 
duct, too small to cause obstruction 
until it gets in the narrow funnel- 
shaped end of the duct near the 
ampulla. Here it acts like a ball- 
valve, and the damming back of 
bile into the liver produces the pain, 
nausea and jaundice, while the in- 


1956 439 















fection common in the bile in such 
cases sets up an ascending cholangi- 
tis which accounts for the chills and 
fever. The acute attack subsides 
when the stone slips back into a 
wider part of the duct, allowing bile 
to flow past it. By the time the 
dammed back pigment stains the tis- 
sues, the acute symptoms may be 
gone. Repeated attacks of this sort 
give the intermittent fever. The 
combination of intermittent pain, 
chills and fever, followed by jaun- 
dice means almost surely stone in 
the common duct. 


All of us know that stone in the 
common duct may occur without 
pain, and without jaundice. In many 
cases there are many facetted stones 
in the common duct, fixed in posi- 
tion, and the bile flows in the cre- 
vices between them and no obstruc- 
tion occurs. 


In patients with symptoms sug- 
gesting stone in the common duct, 
operation should usually be done be- 
tween attacks if possible. In those 
instances in which a stone becomes 
impacted and does not release there 
may be prolongation of the acute 
symptoms with increasing fever, 
leucocytosis, pain and jaundice. If 
this occurs, emergency operation is 
indicated—exposure and drainage of 
the common duct with removal of 
the stone, if possible. 


Stricture of the common bile duct. 
This occurs most frequently as a re- 
sult of operation on the gallbladder 
or bile ducts at which time the duct 
is either traumatized, clamped, ligat- 
ed or divided; though it may occur 
as a result of severe traumatic in- 
jury to the abdomen. Three clinical 
patterns are commonly seen: 


1. Following operation excessive 
drainage of bile from the wound or 
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the development of an intra-abdomi. § fev 
nal bile-cyst; drainage gradually § tie 
ceases, and then over a period of § ga! 
weeks a progressive painless jaun- — oT 
dice which has all the other charac. § ¢s 
teristics of an obstructive jaundice. | 
This syndrome may be due tof re 
clamping of the duct without liga. § pa 
tion. The duct will transmit bile for § ar 
some time, but as the clamped-of § sa 
area is replaced by scar tissue, pro- § of 
gressive occlusion of the duct occurs, § fi 

2. A persistent biliary fistula de § b 
velops after operation. When the § a 
fistula closes, jaundice with or with- § t! 
out chills and fever occurs, the la- § © 
ter symptoms dependent on whether B h 





or not there is superimposed infec- 
tion. When the fistula is opened the 
symptoms subside. Patients in this 
category may be more depleted than 
those with persistent jaundice, since 
not only is bile being excluded from 
the intestine, leading to lowered 
prothrombin time as a result of 
failure to absorb vitamin K, but 
there may be in addition dehydration 
and electrolyte imbalance due to ex- 
ternal loss of bile. By injection of 
radio-opaque media through such an 
external fistula, information may be 
obtained which will be very helpful 
at the time of operation. 

3. Symptoms similar to common 
duct stone with cholangitis; i.e., pain, 
nausea, vomiting, itching, chills, fev- 
er, and jaundice. This combination of ff 
symptoms is seen most commonly in } 
patients who have had previous at- 
tempt or attempts to repair a stric- 
ture of the common duct, with re- 
currence of the stricture. Stasis and 
infection above the stricture lead to 
precipitation of biliary pigment and 
debris. This may agglomerate into a 
mass blocking the narrowed channel, 
just as a stone may block the duct. 
The result is the same pain, chill, 
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fever and jaundice. Many such pa- 
tients may be tided over with chole- 
gagogues and antibiotics, but sooner 
or ‘ater reoperation is usually nec- 
essery. 

Repair of stricture of the bile duct 
requires careful pre-operative pre- 
paration with hydration, vitamin K, 
and antibiotics if indicated. The most 
satisfactory repair is uniting the ends 
of the duct by end-to-end suture. To 
find the upper end of the duct may 
be very difficult. This can usually be 
accomplished by following closely 
the under surface of the right lobe 
of the liver, and approaching the 
hilum of the liver from the right 
side. Of the three important struc- 
tures in the porta hepatis (common 
duct, portal vein, and hepatic ar- 
tery), the common duct is the most 
anterior and farthest to the right. 
In stricture of the common duct, the 
original injury to the duct practical- 
ly always is above the level where it 
goes behind the duodenum; so the 
lower end of the duct can often be 
found undamaged by reflecting the 
duodenum medially. If it can be 
found, direct anastamosis can usual- 
ly be done. In recurrent stricture, 
however, scarring often is so exten- 
sive that this cannot be achieved; 
then the proximal end of the duct 
should be anastamosed either direct- 
ly to the duodenum or jejunum, or 
to a defunctioned loop of jejunum 
(the so-called Roux-Y). Regardless 
of the location of the anastamosis, it 
is important to get an accurate mu- 
cosa-to-mucosa suture — either duct 
mucosa to duct mucosa, or duct mu- 
cosa to intestinal mucosa — for if 
there is any gap between the muco- 
sal approximation, the action of the 
bile on the intervening tissue will 
almost inevitably lead to scarring 
and re-formation of the stricture. 
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Tumors of the bile ducts, of the 
ampulla of Vater, and of the pan- 
creas compressing the ducts. The 
symptoms of all three are much the 
same. The chief characteristics are 
that the jaundice is progressive (not 
remittent) and that it is more or 
less painless. Any pain is likely to b2 
chronic, more or less continuous or 
nagging, but not acute and severe as 
in stone in the duct. It occurs more 
frequently in patients of 50 to 60 
or older. This is the type of case in 
which differential diagnosis between 
obstructive and hepatogenous jaun- 
dice may be most difficult. In each 
the jaundice may be of high grade, 
be apparently progressive, and be 
relatively painless. Careful history, 
physical examination, and _liver- 
function studies should differentiate 
the two. In neoplasm obstructing the 
ducts one expects to find dilatation 
of the ducts proximal to the obstruc- 
tion and of the gallbladder. It may 
be possible to recognize this dilata- 
tion by x-ray study or by palpating 
a large distended, painless gallblad- 
der. In hepatogenous jaundice no di- 
latation of the ducts or gallbladder 
occurs, since insuffiicent bile is 
formed to cause any dilatation. The 
liver profile should indicate no liver 
disease in obstructive jaundice due 
to neoplasm; while in high-grade 
jaundice of hepatic origin, one ex- 
pects to find ample evidence of liver 
disease by these tests. The classic 
picture of a patient with jaundice 
due to neoplasm compressing the 
ducts, therefore, is that of one past 
middle age, with progressive, more 
or less painless jaundice, a dilated 
non-tender gallbladder, no enlarge- 
ment or tenderness of the liver, nor- 
mal flocculation and turbidity liver 
tests, and a high serum alkaline 
phosphatase. X-ray findings of the 


1956 441 











appearance of the duodenum may al- 
so be helpful. In this condition fre- 
quently urobilin is absent from the 
stools, and urobilinogen from the 
urine. 

If the diagnosis is established with 
reasonable certainty, exploratory op- 
eration is indicated. For cancer of 
the bile ducts or of the ampulla of 
Vater, radical resection of the duo- 
denum and head of the pancreas 
(the so-called Whipple operation or 
some modification of it) is the best. 
A sufficient number of long-term 
good results or cures make it ad- 
visable even though the operative 
risk is fairly great. Most surgeons 
who have used this procedure for 
cancer of the pancreas have become 
discouraged by the poor results ob- 


Digitalis Therapy 


Digitalis is the only drug effec- 
tive in congestive heart failure, act- 
ing at the source of the difficulty, 
the failing myocardium. 


Whole leaf digitalis may be given 
orally or parenterally but is used 
almost exclusively by the oral 
route. Approximately 20°% of it is 
absorbed from the gastrointestinal 
tract. 


Tincture of digitalis is little if at 
all used today, and its faults are that 
it deteriorates with age and accu- 
rate dosage is not always possible 


because it is usually dispensed in 
drops. 


Digilanid, a similar whole leaf 
preparation of the lanata plant, is 
little used today and offers no par- 
ticular advantages. 
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tained in radical operation for ‘his 
disease, so that at the present time, 
only palliative procedures to relieve 
the jaundice (such as cholecysto-je- 
junostomy) are used for pancreatic 
cancer. If radical resection is done, 
it is usually in one stage with anas- 
tomosis of the bile duct and of the 
pancreatic duct to the intestinal 
tract. 

There are, of course, many causes 
of obstructive jaundice other than 
the three main groups just described. 
Congenital anomalies, atresias, in- 
testinal parasites and pancreatitis 
are some of the commoner ones. 
Each of these requires special con- 
sideration and treatment too long to 
be included in this general consid- 
eration. 

































Digitoxin is probably more widely 
used than any other digitalis pre- 
paration. It was originally thought 
that 1.2 milligrams would digitalize 
the cardiac patient. Actually, the 
digitalizing dose varies from 1.2 to 
2 milligrams. Probably no more than 
40% of the drug is excreted within 
2 weeks after its use is discontinued. 
It may take from 4 to 6 weeks to rid 
the patient of the preparation. 

Gitaligin is completely absorbed 
from the gastrointestinal tract, and 
following discontinuance it is al- 
most completely excreted in from 
4 to 7 days. One advantage is that 
the digitalizing dose is approximate- 
ly % of the toxic dose. In_ other 
available preparations the digitaliz- 
ing dose is % the toxic dose. 


Ehrlich, J. C., Arizona Med. 12:239, 1955. 
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Chronic Bronchitis and Pulmonary Emphysema 


Symptoms indicating these entities are 
often misinterpreted, misunderstood or overlooked 
entirely by patients and their physicians 


ARTHUR M. PHILLIPS, M.D., Weirton, West Virginia and 
ROSWELL W. PHILLIPS, M.D., Providence, Rhode Island 


The commonest type of chronic 
pulmonary disease seen in this coun- 
try is chronic bronchitis with pul- 
monary emphysema. These are not 
the entities usually accorded major 
emphasis in this regard. We will not 
minimize the importance of correct 
early diagnosis and treatment of 
pulmonary tuberculosis and carci- 
noma of the lung, nor overlook the 
disabling effects of bronchial asthma 
and bronchiectasis. It is, however, 
chronic bronchitis and its sequel, 
pulmonary emphysema, which pro- 
duce the majority of pulmonary 
“cripples” observed in office and hos- 
pital practice. The symptoms pro- 
duced by these two diseases are fre- 
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quently overlooked or misinterpret- 
ed by well trained physicians. 

The symptoms of chronic bron- 
chitis begin years before the patient 
presents himself. A productive 
cough gradually develops, is first 
noted on arising. After months to 
years, coughing usually occurs dur- 
ing the day also. Acute respiratory 
infections last longer and are more 
severe than before. Several years la- 
ter, progressive exertional dyspnea 
heralds the onset of pulmonary em- 
physema. Before the emphysema, 
there are usually no specific findings 
on examination—which is helpful 
primarily in excluding other causes 
of chronic cough. 
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The disease is not difficult to diag- 
nose if one only thinks of it in rela- 
tion to the problem at hand. Having 
lived with his chronic cough for 
years, the patient seldom voluntarily 
describes this symptom, may say he 
coughs no more than normal. A neg- 
ative chest x-ray does not exclude 
significant pulmonary disease. Dysp- 
nea more often is the symptom 
which leads to seeking medical at- 
tention. The concept of the failing 
lung in contrast to that of the fail- 
ing heart seems to have been slow 
to enter the thinking of doctors. 


MEASUREMENT OF 
VENTILATORY FUNCTION 


What is needed to convince the 
clinician that the patient’s problem 
is pulmonary insufficiency is a 
simple bedside or office test of pul- 
monary function. 


Simple means of measuring venti- 
latory function are readily available, 
not expensive, and little time is con- 
sumed in the determinations. The 
information derived is valuable in 
diagnosis of many diseases of the 
thorax, particularly chronic bron- 
chitis and emphysema. 

Ventilatory insufficiency is by far 
the commonest disturbance in pul- 
monary function, occurring quite 
frequently alone. It may be roughly 
divided into restrictive, in which the 
amount of aerated pulmonary tissue 
is diminished; and obstructive, in 
which there is reduction in the 
volume of gas exchanged per unit 
of time. The latter is commonly due 
to loss of elastic recoil of the lung 
(emphysema) or narrowing of the 
air passages (spasm, edema, tumor, 
infection). The vital capacity corre- 
lates well with dyspnea in patients 
with restrictive defects. 
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In obstructive ventilatory insuffi- 
ciency the time: volume relation- 
ship is of paramount importance. 
The maximum breathing capacity or 
timed vital capacity provides a mea- 
sure of this, whereas the simple vi- 
tal capacity correlates poorly with 
the dyspnea of patients with ob- 
structive defects. Often some type 
of heart disease coexists with pul- 
monary emphysema. It may be dif- 
ficult to decide to what extent the 
patient’s dyspnea is due to his heart 
disease and to what extent a result 
of his pulmonary emphysema. Mea- 
surement of ventilatory function will 
help clarify the problem. The com- 
monest error is mistaking dyspnea 
of pulmonary failure for dyspnea of 
cardiac failure. 

































































HYPERTENSION 





If the patient with pulmonary in- 
sufficiency has hypertension, a diag- 
nosis of hypertensive heart disease 
often will be made to explain his 
symptoms. Emphysema itself has 
been said to produce hypertension 
(phrenic hypertension). The basic 
problem still is pulmonary. Those 
who do not have hypertension often 
are thought to have arteriosclerotic 
heart disease as the source of dysp- 
nea. If right ventricular failure oc- 
curs subsequently, attendant on the 
development of cor pulmonale, it of- 
ten is considered as confirmatory 
evidence that the patient was suf- 
fering from “heart trouble” all 
along. The inflammatory rales so 
commonly present in the lower lobes 
often are misinterpreted, thought 
due to left heart failure. Their con- 
tinued presence following institution 
of vigorous treatment of the “heart 
faiulre” may be erroneously inter- 
preted as indicating poor myocardial 
reserve. 
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Rapid increases in pulmonary art- 
ery pressure are at times associated 
wit! chest pain which in its distri- 
bution is indistinguishable from cor- 
ona"y artery pain. Such increases in 
pressure are most commonly pro- 
duced by massive pulmonary emboli 
or 2y acute pulmonary infections 
sup»rimposed on chronic lung dis- 
eas‘. The diagnosis of coronary oc- 
clusion often is made in such circum- 
starces. The correct diagnosis de- 
pends on recognition of the pulmon- 
ary disease, eliciting the pain char- 
acteristics that are different from 
coronary artery pain, e.g., failure of 
relief from nitroglycerin, duration 
for hours to days without electro- 
cardiographic evidence of infarction, 
and relief of pain following subsi- 
dence of the pulmonary process re- 
sponsible for it. 


CARDIAC ENLARGEMENT 


One very helpful clue in exclud- 
ing heart failure as the primary 
problem is absence of cardiac en- 
largement. The patient with pul- 
monary emphysema with or with- 
out cor pulmonale commonly has a 
normal- to small-size heart, with of- 
ten some fullness in the pulmonary 
conus. Some patients with advanced 
cor pulmonale do show cardiac en- 
largement. 


Persons with post-tussic syncope 
are sometimes .thought to have 
Adams-Stokes syndrome, or cere- 
bral vascular disease, particularly 
if one fails to elicit an accurate 
cough history. 


Oxygen therapy may be followed 
by coma in patients with marked 
pulmonary insufficiency. This is not 
due to central nervous system dis- 
ease, either vascular or otherwise, 
and often may be reversed by in- 


creasing ventilatory exchange. One 
must recognize the syndrome, if 
proper treatment is to be instituted, 
and not sit idly by waiting for the 
patient to recover from his “stroke.” 

The bronchial disease often is 
called bronchiectasis and at times 
the rhonchi and wheezes that may 
be present are interpreted as bron- 
chial asthma. Occasionally there is 
bronchiestasis; but chronic bronchi- 
tis with pulmonary emphysema pro- 
duces its symptoms rather late in 
life, while bronchiectasis is essential- 
ly a disease with its onset in child- 
hood. Rarely is it difficult to decide 
which it is. In an occasional case 
bronchograms are necessary to clar- 
ify the matter. 

Bronchiectasis results from de- 
struction of the wall of the bronchus 
by bacterial infection, involves one 
or more lobes or their subdivisions. 
The lesion is removed by surgical 
excision when the indications are 
present, and it is a feasible pro- 
cedure. Chronic bronchitis diffusely 
involves the bronchial tree. Striking 
improvement in chronic bronchitis 
results when cessation of cigarette 
smoking is combined with postural 
drainage, expectorants and_ short 
courses of antibiotic therapy. With 
such a program the chronic produc- 
tive cough, present for years, almost 
always subsides. Further symptoms 
then are largely determined by the 
amount of emphysema present. 


ASTHMA DEVELOPMENT 


True bronchial asthma may de- 
velop in older persons. These have 
more than an occasional wheeze or 
rhoncus, usually severe disability 
with marked dyspnea and wheez- 
ing. Those who develop asthma late 
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in life are said to have a poor prog- 
nosis and it is thought that the basis 
of their asthma is bacterial allergy. 
When one realizes that long-stand- 
ing chronic bronchitis commonly 
serves as the source of the bacterial 
infection to which the allergy has 
developed and that long-standing 
chronic bronchitis is followed by 






Prolonged Staphylococcemia 


A case of staphylococcus aureus 
septicemia lasting over 2% years is 
reported. The infection was resistant 
to all therapy, but for the present, 
it is quiescent. A Staph. aureus was 
isolated from both aerobic and an- 
aerobic blood cultures. The source 
of seeding of the blood stream may 
have been the aortic valve. 


No other patient with staphylococ- 






smallest dose 


protects 
8 out of 10 
patients 





Metamine 


triethanolamine trinitrate biphosphate, LEEMING, tablets 2 mg. Bottles of 50 and 500 
Dose: 1 or 2 tablets after each meal and at bedtime. 


lowest toxicity 





pulmonary emphysema (often to 
marked degree) before the deve'op- 
ment of the asthma, it is not difficult 
to understand why these patients 
do poorly. Severe bronchospasn: is 
catastrophic when superimposed on 
ventilatory insufficiency. 













West Virginia M. J., 51:375-377, 1955. 


cemia has had a variety of anti- 
biotics such as this one nor pre- 
sented such an indolent clinical pic- 
ture. 

The important problem in the 
therapy of staphylococcal infections 
is the development of resistance to 
all antibiotics. 


Blog, H. C., et al., New England J. Med., 252, 5 185. 
187, 1955. 
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Maternal Deaths 


CURRENT LITERATURE 


Prompt attention given to early indications 
will prevent many errors; a further reduction in 
the maternal mortality can then be achieved 


JOHN WHITRIDGE, JR., M.D., Baltimore, Maryland 


Hemorrhagic complications of 
pregnancy constitute the major 
cause of maternal death. Here prob- 
ably the commonest mistake is that 
the potential significance of even 
small vaginal bleedings, particularly 
in the last trimester, is overlooked. 
Many times the second bleeding is 
profuse, and the patient is admitted 
to hospital in shock. Emergency pro- 
cedures are then necessary. Even 
central placenta praevia often makes 
itself known for the first time by 
minimal hemorrhage. The amount of 
initial bleeding does not denote the 
potential hazard involved. 

Such patients should be immedi- 
ately admitted to the hospital, and 
appropriate studies should be under- 
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taken to determine the cause and 
source of hemorrhage. 

The second frequent error is fail- 
ure to anticipate the need for blood 
transfusion. In the majority of in- 
stances, there is ample warning that 
blood may be needed. It is far better 
to have taken the slight trouble of 
cross matching when it was not 
necessary than to need blood urgent- 
ly and have none available. Transfu- 
sion may well be necessary in those 
cases with histories of previous post- 
partum hemorrhage, those with pro- 
longed labor, or those in which diffi- 
cult operative procedures can be 
anticipated. 

A blood bank, even a small one, 
is highly preferable to a system of 
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donors on call because of the time 
element involved. 


PRE-ECLAMPSIA 


The acute toxemias of pregnancy 
can be prevented only by the earliest 
possible recognition of pre-eclamp- 
sia, with prompt and adequate treat- 
ment. A patient may in early preg- 
nancy run a blood pressure of 
105/60; if near term this rises to 
130/85. This patient should be re- 
garded as having pre-eclampsia. 


Another finding often overlooked 
is sudden weight gain—this often 
precedes elevation of blood pressure 
and is the first evidence of develop- 
ment of pre-eclampsia. These pa- 
tients should be checked at least 
twice a week. It is the rate of gain 
rather than the total amount gained 
that is significant. Restrict sodium 
intake, and promptly hospitalize if 
this is not controlled by management 
at home. In hospital, if more strenu- 
ous medicinal measures fail to con- 
trol within a reasonable time, de- 
livery offers the only method of 
arresting the progress of the disease. 


If we encounter a patient with ap- 
parently good contractions but no 
progress, no cervical dilatation or 
descent of the presenting part, as- 
sume she is not in labor. She can be 
given sedation and morphine, and 
should rest for four to eight hours. 
Often when contractions resume, 
labor will progress promptly. Cervi- 
cal dystocia is a rare entity. Most 
cases so classified are due to the 
type of abnormal uterine contraction 


described above. 


OPERATIVE PROCEDURES 


The problem of operative inter- 
ference is largely one of judgment 
and strict attention to indications. 
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The most frequent misuses of opera- 
tive procedures have been unneces. 









































sary induction of labor, perhaps for § ob: 
the patient’s or physician’s conveni-§ acl 
ence, or because the patient was af} na 
few days or weeks past term; and les 
the use of pituitrin or pitocin tof bi 
stimulate labor in cases in which 

steady progress was being made and 

there was no real reason for hurry. . 





An operative procedure which 
carries with it extraordinary hazards 
to both mother and child is internal 
version and extraction. In many 
clinics this procedure is virtually 
never performed. Often, also, there 
is a tendency to overlook the great 
difference between an easy outlet 
forceps with the head on the peri- 
neum and a forceps delivery in 
which the head is still in midpelvis. 
Packing a uterus postpartum to con- 
trol hemorrhage not only is useless, 
but it should be condemned entirely. 
Generally nature does a better job 
than we can do, and we should inter- 
fere only when we feel certain that 
nature needs a helping hand in order 
to protect mother or child or both. 


















MATERNITY CARE 





A sizable number of our deaths 
can be attributed to inadequate 
nursing or anesthesia care, or both. 
Maternity care should be considered 
more in terms of teamwork than as a 
matter of individual responsibility. 
The attending physician has a major 
share of the responsibility, but the 
caliber of nursing help and anesthe- 
sia are of great importance. 

There is a tendency to neglect 
complete cardiac evaluation, with 
the aid of a cardiologist, in cases in 
which there is a history or findings 
suggestive of organic heart disease. 


While much progress has been 
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made, careful attention to six or 
seven basic fundamentals of good 
obstetrics is necessary in order to 
achieve further reduction in mater- 
nal mortality. Our national figure of 
less than one death per 1,000 live 
births would have seemed miracu- 


Relation of Tonsillectomy to 
Common Respiratory Diseases 
in Children 


During the period of this report, 
230 children were under observation 
for varying lengths of time. Daily 
records of the health status of each 
person were kept by the mothers. 
The families were visited weekly by 
field workers, and at the time of 
illness the patient was examined by 
a staff physician who obtained 
throat cultures and other specimens 
as indicated. 


Attack rates for the common res- 
piratory diseases among children 
who had a tonsillectomy were very 


de 


lous twenty years ago. Perhaps in 
another twenty years we can reduce 
it to one in 10,000 live births. This 
will, however, require continued 
strict attention to basically conserva- 
tive obstetrical practice. 





West Virginia M.J., 5:137-141, 1955. 


similar to those among children of 
comparable age who had not had 
this operation. There was no indi- 
cation of a difference in the type of 
common respiratory disease between 
the two groups of children. 

The 26 children who had a tonsil- 
lectomy while under observation 
were found to have had a higher 
than expected rate of common res- 
piratory disease both before and 
after operation. Tonsillectomy did 
not materially alter this incidence. 


McCorkie, L. P., 


et al., New Fngland J. Med., 25 
1066-1069, 1955. 
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CURRENT LITERATL RE 


Common Pediatric Problems 


Emphasis is directed toward treatment and diagnosis 
of diseases of infants; an immunization program is outlined 
and treatment is suggested for the control of diarrhea 





L. W. BASS, M.D., Pittsburgh, Pennsylvania 


Until Rh determinations are per- 
formed routinely, newborn infants 
will continue to die unnecessarily, 
the secondary cause being anemia, 
and kernicterus will continue to de- 
velop. 

Since 85% of the white population 
have the Rh factor (Rh positive), 
one marriage in 13 will have the 
combination for the disease—an Rh- 
positive male and an Rh-negative fe- 
male. However, not all Rh-negative 
persons are capable of being immu- 
nized, and the incidence of the dis- 
ease is only one in two hundred de- 
liveries. 

Proper treatment of the affected 
infant is important for two reasons: 
anemia must be corrected, and ker- 
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nicterus, which accounts for 10% of 
children with cerebral palsy, can be 
prevented. 

The two methods of treatment are 
exchange transfusion and simple 
multiple transfusions. 

There are few true pediatric emer- 
gencies. Obstruction of the gastro- 
intestinal tract is one. In the new- 
born, exact diagnosis of cause is at 
times difficult. 

In any newborn with abdominal 
distention and an absence of milk 
stools and vomiting, obstruction 
should be considered. If the vomitus 
contains bile, the diagnosis is ob- 
struction until proved otherwise. 

At 12 or 18 months, a long period 
of slow growth and little need for 
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CURRENT LITERATURE 


Present-Day Therapy of Urinary Tract Infections 


An analysis is made of the activity, 
stability, solubility and bacterial resistance 
of the newer antimicrobic compounds 


P. R. LEBERMAN, M.D., Philadelphia, Pennsylvania 


The increase in the number of an- 
timicrobic compounds resulting 
from competitive research efforts 
makes it impossible for any doctor 
to evaluate the available antimicrob- 
ial remedies. 

In the management of urinary 
tract infections it is mandatory that 
general physical examination in- 
clude a rectal and vaginal examina- 
tion. 

In treating gonorrhea procaine 
penicillin, 600,000 units intramuscu- 
larly plus 4 grams of a sulfonamide, 
in divided doses, q. 6 h. for a period 
of 1 week, is usually sufficient for 
acute cases in males. It must be 
stressed that a blood test fu.» syphil- 
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is should be done prior to penicillin 
treatment. In chronic gonorrhea and 
in females it is best to give repeated 
doses in 24 and 48 h. and, in addition, 
1 gram of a sulfonamide q 6 h. for 
a week. Penicillin dose is the same 
as previously mentioned. Following 
this therapy, a culture of the urine 
and prostatic secretion should be 
made, and in the female the vaginal 
and cervical secretions are exam- 
ined. 

In GU tuberculosis the treatment 
is the same as that of pulmonary 
tuberculosis. In cases of unilateral 
destructive lesions of the kidney, 
surgery is the method of choice sup- 
plemented by streptomycin 2 grams 
May, 
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daily, plus PAS 12 grams daily, or 
INH 200-300 mg. daily for at least a 
year, followed by 1 gram of strepto- 
mycin thereafter. 

While many gram-positive and 
gram-negative bacilli have at one 
time or another been implicated in 
urinary tract infections, only a small 
number occur repeatedly and fre- 
quently. 

Gram-negative bacilli are en- 
countered 2% times as frequently 
as the gram-positive, enterococci 4 
times as frequently as other cocci. 
There are one or more antibiotics 
which are effective in vitro against 
90° or more of the strain tested. For 
Escherichia and Klebsiella organ- 
isms there is the combination of 
chlortetracycline, oxytetracycline 
and chloramphenicol (COC). Eryth- 
romycin and carbomycin and COC 
have a high specificity for entero- 
cocci and pyogenes aureus, particu- 
larly those penicillin-resistant Pro- 
teus, Pseudomonas, and Paracolon 
bacterium organisms. 30° of urin- 
ary pathogens are refractory to anti- 
biotics, paracolon bacilli less so than 
the other two. Either streptomycin, 
chloramphenicol, or COC appears to 
have activity against 50 to 60% of 
paracolon strains. Recent work sug- 
gests that a combination of strepto- 
mycin and oxytetracycline is clini- 
cally effective against Proteus de- 
spite the lack of in vitro activity. 

Furadantin has wide activity, sta- 
bility and little tendency to develop- 


ment of bacterial resistance. Nausea 
and vomiting have attended its use, 
disappearing when the drug is 
stopped; dose 100 mg. for 150-pourd 
4 id. for 4 days, repeated if neces- 
sary 

Mandelamine is useful in chronic 
urinary infections to maintain en 
acid pH of the urine. Fluids should 
be limited to 1500 cc. It is a useful 
drug following urologic surgery, in 
the elderly especially. Dose 4 to 8 
grams per day in divided doses. It 
also has been used, with good suc- 
cess, in paralytic bladders to main- 
tain an acid pH of the urine. 


Neomycin intramuscularly, 1 
gram q 6 to 8 hours, for short periods 
of time, especially in Proteus and 
Pseudomonas infections. 

Vaginitis may occur in patients 
treated with wide-spectrum anti- 
biotics; crystalluria in patients re- 
ceiving sulfonamides for a long per- 
iod of time with low fluid intake. 
Antibiotic resistance results where 
antibiotic agents are used indiscrim- 
inately and for long periods. Diar- 
rhea and bloody stools may follow 
the prolonged use of broad-spectrum 
antibiotics. 

The new sulfonamide drugs are 
more soluble. Still caution must be 
exercised in their use by instructing 
the patient to increase his fluid in- 
take and not to take the drugs for a 
long period of time. 


Pennsylvania M. J., 58:1218-1220, 1955. 


Te ELIXIR BROMAURATE 


whooping 
cough 
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May, 1956 





CURRENT LITERATURE 


Acute Diarrheal Diseases of Bacterial Origin 


Prevention through personal hygiene. 
isolation and cautious use of the broad-spectrum 
antimicrobial agents is emphasized 





FRANCIS S. CHEEVER, 


Acute diarrhea of sudden origin 
may result from a variety of direct 
insults to the gastrointestinal tract, 
or may be secondary to a disease 
process outside the bowel. The dis- 
tinction between diarrhea and dys- 
entery is a clinicopathological rath- 
er than an etiological one. 

Bacillary dysentery involves chief- 
ly the colon, less often the distal 
ileum. Although the presumptive 
diagnosis of bacillary dysentery may 
be made on clinical grounds alone, 
especially if similar cases are occur- 
ring in the same community, labora- 
tory assistance is required to con- 
firm. Procedures: Microscopic ex- 
amination of the stool employing 
coverslip preparations of mucoid 
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M.D., Pittsburgh, Pennsylvania 


material emulsified in saline. Isola- 
tion and identification of the etiolo- 
gical agent by cultures taken with 
rectal swab is practicable in most 
cases. Where this is impossible, re- 
sort must be made to culture from 
specimens fresh as possible. 
Treatment is supportive, mainten- 
ance of fluid and electrolyte balance, 
and antimicrobial therapy. 
Cramps and tenesmus may be re- 
lieved by 
gm. or C.c. 
Tr. belladonna 8 
Sodium bromide 10 
Elixir phenobarbital ad 60 
Sig. 1 teaspoonful q. 4 hr. 
In severe cases codeine or even 
morphine may be indicated to give a 
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few hours’ rest at the critical phase. 

If there is no vomiting, a liberal 
intake of fluids by mouth is all that 
is needed in the milder cases. If the 
diarrhea is severe and protracted, 
5% glucose in saline, 1 to 2 liters 
daily at the height of the disease is 
given. 

The broad-spectrum antibiotics, 
oxytetracycline, chlortetracycline 
and chloramphenicol, are all effec- 
tive in very small amounts. A total 
of 4 gms. over a period of 24 hours 
is recommended. An initial dose of 
2 gms., followed by 1 gm. at 12 and 
24 hours is usually effective in eradi- 
cating the bacterial invader. Oxyte- 
tracycline is the drug of choice be- 
cause of few undesirable reactions 
and its efficacy in the treatment of 
amebic dysentery — important in 
those cases in which a differential 
diagnosis cannot be made. 


DIARRHEAL DISEASE 


In some types the predominant 
symptoms refer to the gastrointestin- 
al tract; in others the CNS as in bo- 
tulism. 

Diarrhea due to bacterial food 
poisoning falls into two groups: 

1. Primarily an intoxication; the 
bacteria multiply in the food before 
it is ingested and produce noxious 
substances causing nausea, vomiting 
and diarrhea. 

2. A food infection. Food contam- 
inated with pathogenic organisms in- 
troduced into the gut; the organisms 
establish themselves in the intestin- 
al wall, where they multiply and set 
up a genuine infection. 

The commonest type of bacteria 
here is staphylococcus. After incuba- 
tion—1 to 4 hours—an explosive 
nausea and vomiting followed 
promptly by diarrhea, often with 
headache, abdominal pain and pro- 
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stration. The temperature usually ‘s 
normal. If the vomiting and diarrhea 
continue for any length of time thirst 
develops, and in a severe case col- 
lapse with low blood pressure, rapid 
pulse and cold, clammy skin. The 
acute symptoms rarely last more 
than 6 hours and most cases are well 
on to recovery in 24 hours. 


STAPHYLOCOCCI 


The sudden onset of typical symp- 
toms among members of a group 
which 1 to 6 hours before have par- 
taken of food apt to be a vehicle for 
staphylococci (custards, bakery 
products, ham, poultry or milk) sug- 
gests the diagnosis. In the stools no 
gross blood and little mucus is ob- 
served. The cultures are usually 
negative. 

Important is the isolation of sig- 
nificant numbers of staphylocci from 
the suspected foods. Since few 
strains of staphylococci produce en- 
terotoxin, the finding of many of 
these organisms in a suspected food 
or food handler is no more than sug- 
gestive evidence. Far stronger is 
proving that they are toxin produc- 
ers—difficult to do. 

It is easy to enforce bed rest. The 
patient should be kept warm and 
comfortable; antispasmodics are not 
indicated. Vomiting and diarrhea for 
more than a few hours dehydrate is 
best treated by intravenous 5% glu- 
cose in saline—2 liters repeated in 3 
or 4 hours. If blood pressure drops 
alarmingly, prompt use of plasma or 
of a plasma expander is indicated. 

Chemotherapy aimed at the elim- 
ination of the causative cocci is not 
necessary. No antitoxin is available. 
Purgation offers further insult to 
bowel. In the great majority, the 
acute phase lasts but a few hours, 
and recovery is swift and complete. 
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THIRD REPORT 


ANOTHER HIGHLIGHT ON LECITHIN—A NATURAL PHOSPHATIDE 
Phosphatides — Clearing Agents of Blood Plasma 


Phosphatides have been found in all vegetable and animal cells. There seems little 
doubr that they are part of the basic structure of protoplasm and also enter into cell 
metabolism. The most abundantly found phosphatides are the lecithins, whose surface 


active properties, when combined with proteins and carbohydrates, play an important 
role as physiologic emulsifiers of fats and oils.! 


These considerations highlight the importance of adequate lecithin plasma concentrations: 
Phosphatides together with cholesterol are found in plasma in combination with proteins 
and circulate as lipoproteins.2 The phosphatides in plasma protein are believed to be 
highly essential for the stability of the complex colloidal system represented by blood 
plasma.? A phosphatide content of 30% or more seems necessary to keep the plasma 
clear and non-lipemic;2 lower concentrations will cause the plasma to remain cloudy. 
(In human plasma lecithin makes up about 80% of the phosphatides present; others are 
sphingomyelin and cephalin.2) A constantly cloudy, lipemic serum can be considered a 
sign of disturbed fat metabolism, which has been incriminated in the pathogenesis of 
many serious disturbances. Research on lecithin'’s potentially useful role in the manage- 
ment of the more complicated forms of deranged lipid and cholesterol metabolism — as 
in essential hyperlipemia, idiopathic familial hypercholesteremia, xanthomatosis and 
diabetes — is now being actively conducted. If you are interested in the progress of this 
research or if you desire to have clinical trial supplies, won't you write to us? 


An excellent source of lecithin is Glidden’s “RG” Oil-free Soya Lecithin, a highly 
purified extract containing a minimum of 95% phospholipids. It is packed in a special 
8 oz. container to maintain its purity and freshness and is available at your drugstore. 


Investigators of lecithin have used quantities from 7.5 to 30 grams daily in divided doses 
(3 teaspoonfuls equal 7.5 grams). 


Administration: “RG” Lecithin is presented in palatable granules which may be taken 
plain, in milk, in orange juice or other citrus juice, or sprinkled on cereal. 


Literature available on request. 


Bibliography: 1. West, E. S., and Todd, W. R.: Textbook of Biochemistry, New York, The Macmillan 


Co., 1952, p 184. ¢ 2. Drill, V. A.: Pharmacology in Medicine, New York. McGraw-Hill Book Co 
Inc., 1954, p. 64/6. ¢ 3. Ahrens, E. H., Jr., and Kunkel, H. G.: J. Exper. Med. 90:409 (Nov. 1) 1949 


GLIDDEN RG’ LECITHIN 


THE GLIDDEN COMPANY * CHEMURGY DIVISION (7 2) 
COC y 
1825 North Loramie Avenue, Chicago 39, Illinois 








The acute gastroenteritis of staph. 
origin which occasionally develops 
during therapy with the broad-spec- 
trum agents is presumably an in- 
fection rather than an intoxication. 
The diarrhea is usually severe, hy- 
dration and prostration develop rap- 
idly. To prevent a fatal outcome: 
Parenteral fluid (5°: glucose in sa- 
line) promptly, this supplemented 
with plasma if any signs of shock; 
whole blood if evidence of signifi- 
cant loss of blood into the bowel. 
While bacterial sensitivity to an- 
other antimicrobial agent (e.g., 
erythromycin) may be demonstrat- 
ed, therapy with it should be initiat- 
ed. 


SALMONELLA 


So-called food poisoning due to 
infection with Salmonella is an im- 
portant cause of diarrheal disease. 
Man frequently becomes infected 
from meat or poultry, or eggs or 
dairy products derived from infected 
animals. Foodstuffs may be contam- 
inated by rodents. Once infected 
with these organisms, man may con- 
tinue to excrete them for a time, and 
thus may himself serve as a means 
of spread. The salmonella species 
limited largely to man (the typhoid 
and paratyphoid bacilli) are far 
more likely to cause enteric fever 
than gastroenteritis. 


The diagnosis may be suspected on 


clinical and epidemiological grounds. 
The final diagnosis requires that the 


For a Vitamin-C Snack 


Children who snack between 
meals should take orange juice. 
which provides Vitamin C and oth- 
er important nutrients as well as 
sugar for quick energy. At Pennsy]l- 
vania State University it was found 
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same type of Salmonella be isolated 
from the suspected food and from the 
stools of many of those suffering 
from the disease. In practice this is 
rarely accomplished. 

Therapy consists first of general 
supportive measures and second of 
the restoration and maintenance of 
fluid and electrolyte balance. In the 
average case fluids can be taken by 
mouth. There is no specific antimi- 
crobial therapy. The mortality rate 
is nil except in the very young and 
in the aged. 

CONCLUSIONS 

The prevention of acute bacterial 
diarrheal disease is a problem of 
public health — adequate environ- 
mental sanitation, safeguarding of 
food and water from fecal pollution, 
proper inspection of meat, poultry 
and dairy products before their re- 
lease to public and the regulation 
and examination of public food 
handlers. 

The private doctor’s most import- 
ant contribution lies in diagnosis, iso- 
lation and treatment. He can do 
much to impress the importance of 
personal hygiene, and the simple 
measures of prevention — personal 
hygiene of food handlers, proner 
cooking, adequate refrigeration be- 
tween preparation and consumption 
of foods. Finally, he must remain 
acutely conscious of the hazards of 
therapy with the broad-spectrum an- 
timicrobial agents. 

Bull. New York Acad. Med., 31 611-626 1975. 


that children who drink orange 
juice have more staying power in 
endurance tests than those who take 
a flavored beverage without calories. 


Mack, P. B., Am. Pract. © Digest of Treatment, 
6:584, 1955. 
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ORIGINAL ARTICLE 


Physical Therapy For Painful Shoulder 


A group of exercises are presented which were 
designed to restore full range of motion; effective 
devices to provide heat therapy are described 


D. J. ERICKSON, M.D., 


“Painful shoulder” is a general 
term applied to a substantial group 
of closely related conditions which 
may severely cripple a_ shoulder. 
“Periarthritis” is another term fre- 
quently applied to shoulder condi- 
tions characterized by pain and lim- 
ited motion. Pain and disability are 
often severe and may last for days, 
weeks or months. 

Present concepts emphasize les- 
ions of the musculotendinous or ro- 
tator cuff of the shoulder. Calcare- 
ous deposits or partial or complete 
tears of the cuff may all be the re- 
sult of degeneration. Pain produced 
by changes in the supraspinatus ten- 
don may cause spasm of the muscles 
and immobilization of the shoulder, 
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Rochester, Minnesota 


a situation favorable to healing, but 
if it persists over a long period it will 
lead to muscular atrophy, adhesions 
and osteoporosis—the frozen should- 
er. If the spasm and pain do not per- 
sist long, spontaneous recovery may 
occur. 

An effective heating device is a 
simple clamp lamp which may be 
used in the home. Shortwave or mic- 
rowave diathermy is_ especially 
helpful. The former is applied either 
by the use of a cable electrode coiled 
around the shoulder and insulated 
from the skin by toweling, or by 
means of a drum electrode. 

Microwave diathermy may be ap- 
plied to the shoulder with any of 
the three smaller directors, directed 
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over the tip of the shoulder joint 
for thirty minutes. Occasionally, dia- 
thermy aggravates the pain. If the 
heat is kept at a low level, consid- 
erable benefit may be derived with- 
out aggravation of discomfort. It 
may be necessary to substitute some 
other form of heat for diathermy if 
the patient is unable to tolerate the 
deep heat, e.g., radiant heat or hot 
packs. X-ray therapy frequently is 
effective in the acute phase. 


Moderately firm stroking and 
kneading movements promote relax- 
ation of the muscles and relieves 
pain. Massage may cause pain in the 
acute phase. Otherwise, it is useful 
in all phases of painful shoulder. 


Restoration of motion by exercise 
is the most important aspect of treat- 
ment. In the acute phase, motion 
may be limited to a few degrees be- 
cause of spasm and pain. If the pain 
can be relieved by the use of heat 
and massage or by x-ray therapy or 
some orthopedic procedure, such as 
needling or injection of compound F 
(hydrocortisone) , motion may be re- 
stored in one or two weeks merely 
by active exercises. 


If the pain is severe, it may be 
necessary to put the shoulder at 
rest by the use of either a sling or 
an abduction splint. Rest in bed is 
necessary for some patients with the 
arm in slight abduction and midway 
between internal and external rota- 
tion. The arm must be removed from 
the splint or the sling several times 
a day for relaxed, reciprocal, range- 
of-motion exercises of the shoulder. 
As the pain subsides, the exercise 
program can be increased. 


In the initial exercises, the body 
is bent forward and the affected limb 
hangs like a pendulum; motion of 
the limb is encouraged so that it will 
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swing in circles, increasing the s ze 
of the circle which the hand ce- 
scribes, as well as the number of «e- 
petitions. No muscular action of a 
shoulder girdle is required and the 
muscles are relaxed. A 3- or 4-pound 
weight may be placed in the hand 
to increase the effectiveness of this 
exercise. 

The next exercises increase the 
range of rotation. The patient is in- 
structed to rotate the arms exter- 
nally with the elbows held close to 
the body. The therapist may have to 
assist in this motion. The patient may 
hold his hands clasped behind his 
head and elbows forward, then pull 
his elbows backward. When this mo- 
tion is very painful, it should be 
done against resistance, given man- 
ually. 

The next group of exercises is 
designed to increase the range of 
internal rotation. The hand is placed 
behind the back, the forearm is sup- 
inated and the patient raises his 
hand as high as possible. He may 
assist this motion with the other 
hand or use an overhead pulley, 
stick or wand held in both hands. 

In the next step, the patient brings 
the arm up forward and attempts to 
get it up over the level of his head. 
The same exercise is done bringing 
the arm up laterally with the hand 
supinated as much as possible in or- 
der to rotate the humerus to permit 
full abduction. It may be necessary 
for the therapist to provide consid- 
erable assistance in both of these 
motions and to prevent elevation of 
the scapula. The use of a shoulder 
wheel, overhead pulley and finger 
ladder is of great help in these 
movements. The treatment must be 
continued until the patient has re- 
covered full range of motion. 


Minnesota Med., 9:556-558, 1955, 
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CURRENT LITERATURE 


Management of Peripheral Vascular Disease 


A description of symptoms that will help to 
distinguish Raynaud’s phenomenon, Raynaud’s disease, 
Buerger’s disease and arteriosclerosis obliterans 


CHARLES K. DONEGAN, M.D., St. Petersburg, Florida 


The pertinent points of the history 
are the age, sex, and ancestry of the 
patient, duration of symptoms, and 
particular inquiries about intermit- 
tent claudication, cramp or ache in 
the calf or ankle on walking, which 
is relieved by rest. Raynaud’s pheno- 
menon is the sudden onset of the 
fingers turning white with pro- 
nounced pallor, followed usually by 
a very red color. The important 
point in differentiating Raynaud’s 
phenomenon and Raynaud’s disease 
is the presence of adequate circula- 
tion in the phenomenon, and an ab- 
sence of adequate circulation in the 
disease. The phenomenon is much 
more common than the disease. Both 
usually occur in women and involve 
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the hands as well as the feet. 
Raynaud’s disease and Buerger’s 
disease involve the upper extremi- 
ties; arteriosclerosis obliterans rare- 
ly, if ever, is present. A history of 
painful, red subcutaneous nodules 
along the veins suggests Buerger’s 
disease. Changes in temperature are 
noted in all three, but are spasmodic 
in Raynaud’s disease. Postural color 
changes occur both in Buerger’s dis- 
ease and arteriosclerosis obliterans, 
but not in Raynaud’s disease. Ulcer- 
ations are not common in Raynaud’s 
disease, but are common in Buerg- 
er’s disease in the upper extremities, 
while ulcerations in arteriosclerosis 
obliterans are present in the lower 
extremities. It is important to know 
1956 
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the amount of tobacco consumption. 


In arteriosclerosis obliterans, 
there is pronounced pallor on eleva- 
tion of the feet in the dependent po- 
sition, then decided red toes with 
cyanosis. This change is also com- 
mon in Buerger’s disease. Pulsation 
of the posterior tibial and dorsalis 
pedis arteries are usually absent in 
both arteriosclerosis obliterans and 
thromboangiitis obliterans. Venous 
filling time gives some information in 
the diagnosis; normally the vein 
should fill on moving from an up- 
right position to a dependent posi- 
tion in 12 seconds. 


The use of 1/200 gr. nitroglycerin 
under the tongue in arteriosclerosis 
obliterans may cause great dilatation 
of peripheral arteries, which indi- 
cates that Peritrate would be a use- 
ful drug in the treatment. On the 
other hand, if there is lack of sym- 
metry of the disease, nitroglycerin 
may reduce blood flow in the bad 
and increase it in the good extremi- 
ty. If this occurs, it is harmful and 


neither Peritrate nor nitroglycerin 
should be used. 


PERIPHERAL VASCULAR DISEASE 


In all types of arterial peripheral 


vascular disease, essentially the 
same general type of treatment is 
employed. For general foot care, 
avoid heat; if the skin is dry, lano- 
lin to lubricate it; if moist, isopro- 
pyl alcohol to dry; care to prevent 
infection around the nails and in- 
grown toe nails; and no constriction 
of any type around the leg. 


For Buerger’s exercises, give the 
patient something to do and encour- 
age him to take good care of his ex- 
tremities. 

In all types of peripheral vascular 
disease, discontinuance of smoking 
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will give more effective vasodilation 
than will any drug. Of vasodilators, 
Priscoline is the best, 25 to 100 mg. 
four times a day. A few patients can- 
not tolerate Priscoline, for it may 
produce itching of the scalp, wake- 
fulness, nausea, vomiting, and pal- 
pitations. The more Priscoline one 
can tolerate, the better—even to the 
extent of 100 mg. four times a day. 
If Priscoline is not effective or not 
tolerated, Dibenzyline may be used, 
10 to 20 mg., four times daily. If nit- 
roglycerin produces vasodilation in 
the affected extremity, Peritrate 
may be used to advantage. These 
drugs are more effective vasodilators 
than alcohol, although less pleasant 
to take. 


ANTICOAGULANT THERAPY 


Anticoagulants, in sudden throm- 
botic arterial occlusions, will pre- 
vent downward extension of the 
thrombosis. It has been suggested 
that Dicumarol is a vasodilator. If 
there is a critical level of circula- 
tion in the leg, it will give some as- 
surance that there will not be addi- 
tional thrombotic episodes. Sympa- 
thectomy is of value in the patient in 
good condition in whom the vasodi- 
lators are not effective, or who can- 
not tolerate the vasodilators, and in 
a young person with peripheral vas- 
cular disease, especially Raynaud’s 
disease and thromboangiitis obli- 
terans. 

In Buerger’s disease that is at all 
active, anticoagulant therapy on a 
continuous ambulatory basis should 
be given. 

One of the most difficult problems 
is the treatment of ischemic neuritis. 
Just touching the toe or touching the 
patient’s bed may set off severe par- 
oxysms of pain in the extremities. 
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The 25th edition of The Dispensatory of 
» United States of America’, published late 
1955, reports that ammoniated mercury 
tment has had great usefulness in initial 
ament of psoriasis. Approximately 80% 
ammoniated mercury is represented as 
plallic mereury (Merck Index"). 

Since RIASOL contains 0.45% mercury 
emically combined with soaps, its mercur- 
content is only 1/9th (11%) that of 
mmoniated mercury ointment (5%) U.S.P. 
', This reduction explains why irritation 
d side effects rarely occur with the use of Before Using Riasol 
ASOL. 

The saponaceous vehicle of RIASOL carries 
pactive mercury into the deeper layers of 
+ epidermis, where the lesions of psoriasis 
iginate. This explains why clinical improve- 
ent follows in 56% of cases treated with 
ASOL as compared with 16144% in the 
ntrols. 

RIASOL contains 0.45% mercury chem- 
lly combined with soaps, 0.59% phenol and 
15% cresol in a washable, non-staining, 
orless vehicle. 

Apply daily after a mild soap bath and 
orough drying. A thin invisible, economi- 
film suffices. No bandages required. After 
e week, adjust to patient’s progress. 
Ethically promoted RIASOL is supplied in 
and 8 fld. oz. bottles at pharmacies or 
ect. 


Phe Dispensatory of the United States of America, 25th ed., 1955, 
299 


ferck Index, 6th ed., 1952, p. 612. 
vhe United States Pharmacopoeia, U.S.P. XV, 1955, p. 410. 
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May we send you professional literature and generous clinical package of RIA‘ 


No obligation. Write 
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Dept. CM-556 12850 Mansfield Avenue Detroit 27, Michi . 
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One of the most common causes is 
local infection, particularly around 
the toe nails; usually if this is 
cleared, the ischemic neuritis will 
improve. Patients with this neuritis 
should stop smoking. Bed rest is 
helpful. Elevating the head of the 
bed six inches will give the extrem- 
ity a slight increase in blood flow, 
and such patients should have Pris- 
coline or other vasodilators to tol- 
erance. Buerger’s exercises should 
be performed. If elevation of the ex- 
tremity precipitates episodes of pain, 
the exercises are to be continued on 






















Bronchial Asthma 

Chronic bronchitis usually asso- 
ciated with emphysema is the disor- 
der most often mistaken for asthma. 
Distinction is made by the presence 
of moist or “bubbly” rales in bron- 
chitis (musical rales occur in asth- 
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Gentle laxative modifier of milk. 
Promotes aciduric bacteria. Grain 
extractives and potassium ions 
contribute to gentle laxation. Just 
1 or 2 tablespoonfuls in day's 
formula softens stools. 


GOOD FOR GRANDMA, TOO! 


Especially valuable for thin, under- 
por elderly patients with hard, 
dry stools. Supplies nutritional 
factors from rich barley malt. 
DOSE: 2 Tbs. b.i.d. until stools are soft (may take 
several days), then 1 or 2 Tbs. at bedtime. Take 
in coffee or milk, 
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the level and in the dependent pcsi- 
tion. 


Patients suffering from intermit- 
tent claudication should stop smck- 
ing, be instructed regarding Buerg- 
er’s exercises and properly fitting 
shoes, and should be given Prisco- 
line or other vasodilators. If they are 
obese, reduction in weight will pro- 
duce dramatic improvement in the 
distance they are able to walk. It 
is important that they have no con- 
striction about the leg. 





J. Florida M. A., 3:192-195, 1955. 


ma) and by the character of the 
sputum. Asthmatic sputum is mu- 
coid and _ contains’ eosinophils; 
bronchitic sputum tends to be puru- 
lent and contains pus cells and bac- 
teria. 

Disease Panorama (Schering Corporation), 1955. 
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relief and prevention of reinfection due to resid- 
val urine. 
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CURRENT LITERATURE 


Use and Misuse of Antibiotics in the 
Treatment of Urinary Tract Infections 


A guide to the selection of the most effective 
antibiotic, with notations of side effects or possible 
renal complications, for various types of infection 





A. I. DODSON, M.D. and J. E. HILL, M.D., Richmond, Virginia 


Mandelic acid in 0.19% to 1% so- 
lution, in urine with acidity of pH 
5.5 or less, is bactericidal to the ma- 
jority of pathogenic bacteria found 
in urine. The more acid the urine, 
the less concentration of the drug 
that is required. Urine of pH 4.5 
would in itself destroy many organ- 
isms. E. coli and B. proteus were 
the most easily killed. Streptococci 
required a more concentrated solu- 
tion, while Aerobactor aerogenes 
and Pseudomonas were even more 
resistant. The Proteus bacillus has 
such an alkalinizing effect on the 
urine that mandelic acid is not ef- 
fective. 


Mandelamine, formed by the un- 
ion of mandelic acid and methena- 
mine, is used against the same type 
of organisms that respond to mande- 
lic acid alone, and the same highly- 
acid urine is desirable. 

The sulfonamides in properly se- 
lected cases give results that are 
rarely disappointing. Free fluid and 
alkalines help in the prevention of 
renal complications. Large doses are 
rarely necessary, and few renal com- 
plications have been reported in pa- 
tients that were treated for infec- 
tions of the urinary tract. Dangerous 
high blood levels may occur in pa- 
tients with reduced renal function. 
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Sulfonamides are effective against 
streptococci, staphylococci and the 
colon group of organisms. Micrococ- 
cus catarrhalis, streptococcus faecal- 
is and Pseudomonas aeruginosa are 
not affected. Acceptable sulfona- 
mides are sulfacetimide (Sulamyd), 
sulfisoxazole (Gantrisin), Elkosin, 
and Thiosulfil. They have almost no 
serious toxic effects, and are soluble 
in acid as well as in alkaline urine. 


EFFECTIVE IN GRAM-POSITIVE AND 
GRAM-NEGATIVE ORGANISMS 

Reports indicate that nitrofuran- 
toin (Furadantin) is_ effective 
against many gram-negative and 
gram-positive organisms, especially 
those most commonly found in urin- 
ary tract infections. Furadantin has 
established itself as the drug of 
choice in treating Proteus infections. 
It shows no tendency to permit de- 
velopment of resistant bacterial 
strains in vitro. No over-growth of 
intestinal tract fungi should occur 
during therapy. No serious side-ef- 
fects have been noted. 

Penicillin is the choice in infec- 
tions caused by the coccal group. It 
has no effect upon infections caused 
by bacilli—75“% of infections of the 
urinary tract. 

Streptomycin is of value in gram- 
negative bacillary infections, and 
against some strains of Pseudomonas 
and organisms resistant to most an- 
tibiotics. It is the only antibiotic of 
value in the treatment of tuberculo- 
sis. 

If infection has not been eradicat- 
ed in a few days with Streptomycin, 
one may assume that the organisms 
have become too resistant for effec- 
tive therapy. Damage to the eighth 
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cranial nerve and renal irritation are 
rare in the short period required for 
usual urinary tract infections. 


Aureomycin is especially benefi- 
cial in the treatment of Aerobacter 
aerogenes, E. coli and Strep. faecalis 
infections. It causes a very acid ur- 
ine which is helpful in the therapy 
of many infections. 


Terramycin is less toxic than Aur- 
eomycin, gastrointestinal irritation 
occasionally occurs. It is effective in 
the same group as Aureomycin and, 
in addition, may be of use against 
some strains of Pseudomonas aeru- 
ginosa. 

Chloromycetin is effective in the 
treatment of most urinary tract in- 
fections. It is more effective against 
Proteus vulgaris than any other an- 
tibiotic, and it is equally as effective 
against the coccoid group. It does 
not cause intestinal irritation which 
occasionally results from Aureomy- 
cin or Terramycin. Prolonged use 
may cause aplastic anemia, and fre- 
quent examinations of the blood 
should be made when it is to be con- 
tinued for any length of time. 


USEFUL IN COCCAL INFECTIONS 


Erythromycin is highly selective 
and is useful in coccal infections. It 
is said to inhibit the strains of sta- 
phylococcus and streptococcus re- 
sistant to penicillin. 

Polymixin-B and Neomycin are 
more toxic. Their use should be con- 
fined to hospitalized patients who 
can be kept under careful observa- 
tion. Polymixin-B is particularly 
useful in resistant strains of Pseudo- 
monas aeruginosa. 





Virginia M. Monthly, 9:385-388, 1955. 
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CURRENT LITERATURE 


Anemia in General Practice 


The diagnosis must be firmly established, as 
signs and symptoms of various anemias are often very 
deceiving or absent until anemia is advanced 





M. C. G. ISRAELS, M.D., London, England 


If the color-index is less than 1.0, 
iron-deficiency anemia is the answer. 
If it is about 1.0, conditions to be 
considered are iron-deficiency an- 
emia with body fluid dilution, e.g., in 
pregnancy, malignancy, especially of 
the alimentary tract, reticuloses and 
uremia. 

Alimentary tract malignancy can 
be very difficult to demonstrate, es- 
pecially tumors which affect the fun- 
dus of the stomach. 

The reticuloses are apt to be de- 
ceiving when the mediastinal or the 
abdominal glands are the only areas 
affected. 

Uremia can be astonishingly si- 
lent, and the first sign may be ane- 
mia, perhaps with epistaxis. The 
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prognosis is always bad in patients 
whose first sign of kidney failure is 
anemia. 

If the color-index is over 1.0, per- 
nicious anemia is first to be con- 
sidered. However, liver, vitamin B,, 
or any similar compound should not 
be given to patients merely because 
they have a hyperchromic anemia. 
Other diseases in this list need quite 
different treatment, and giving the 
wrong treatment to a patient with 
hyperchromic anemia may greatly 
confuse the diagnosis. E 

In pernicious anemia, the marrow 
is megaloblastic; in leukemia the 
marrow shows large numbers of ab- 
normal and primitive leucocytes, 
even though these are not to be 
May, 
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found in the peripheral blood. In ac- 
quired hemolytic anemia, the mar- 
row is normoblastic, and in sprue, 
the marrow will be megaloblastic in 
patients with hyperchromic anemia. 
In aplastic anemia the marrow may 
have very few cells, mostly lympho- 
cytes, or it may show some erythro- 
blasts, mostly mature normoblasts. 


MEGALOBLASTIC CHANGES 


When no treatment has been giv- 
en, megaloblasts and normoblasts 
are quite distinct from typical cases, 
but exhibition of B,. or folic acid 
or liver, alone or in mixtures, causes 
megaloblasts to change over to nor- 
moblasts. In early cases of pernici- 
ous anemia and quite a few of steat- 
orrhea, there may only be partial 
megaloblastic changes in the nuclei 
of the erythroblasts. These transi- 
tional megaloblasts are more easily 
covered up by treatment. 

Unless there are very good rea- 
sons against it, any suspected perni- 
cious anemia patient should be sent 
for marrow examination before 
treatment is given. The patient is 
being subjected to life-long treat- 
ment, and it is surely worth while 
to have the diagnosis firmly estab- 
lished. 

If the patient will not go to the 
hospital or laboratory, then a sore 
tongue with a lemon-yellow color, 
flatulent indigestion and _ paraes- 
thesiae, in the absence of significant 
enlargement of the spleen, lymph 
glands or abdominal mass, can be 
taken as a clinical picture of perni- 
cious anemia, and the patient so 
treated. But if the patient does not 
respond, the trail has been muddled. 

If patients need more than one 
hematinic, they should be prescribed 
separately. 

In the differential diagnosis of hy- 
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perchromic anemia, the diagnosis of 
leukemia depends almost entirely on 
the examination of the bone-mar- 
row. 


Acquired hemolytic anemia is 
more difficult. Patients often present 
a lemon-yellow pallor. The spleen is 
often, but not always, much en- 
larged. In the blood, a persistent re- 
ticulocytosis is present. This is signi- 
ficant if no treatment has been giv- 
en, and the marrow is normoblastic 
throughout. The Coombs antiglobu- 
lin test is nearly always positive and 
is valuable confirmation of the diag- 
nosis. 


Sprue and steatorrhea are often 
the cause of hyperchromic anemia in 
young adults, an age when pernici- 
ous anemia is very rare. If severely 
anemic, a true megaloblastic marrow 
can be found. Free HCl is usually 
present in the gastric juice. Fat 
balance shows less than 90% absorp- 
tion with a 79 gr. fat diet. These pa- 
tients respond to folic acid, but rare- 
ly to vitamin B,.. They need control 
of fat and starch in their diet. 


Aplastic anemia is obvious when 
a young woman has bleeding from 
mucous membranes, with depression 
of all the elements of the blood. Less 
severe grades can be very deceiving 
and they occur most often at the 
age of 50 and upwards. They often 
show a hyperchromic blood picture. 
The marrow is less cellular than us- 
ual; there is depression and relative 
maturity of the erythroblasts and 
granulocytes; there are no megalo- 
blasts. These patients will not re- 
spond to hematinics, and only blood 
transfusion helps them. However, 
they are worth trying to treat this 
way as outpatients, as a useful life 
can often be prolonged for many 
years. 
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TREATMENT OF HYPERCHROMIC ANEMIAS 


Disease Treatment 
Pernicious 
anemia Vitamin B,. 
Leukemia, sub- 
leukemia Cortisone 


Acquired hemo-_ Cortisone or 


lytic anemia splenectomy 
Sprue, steator- Folic acid and 

rhea diet 
Megaloblastic " 

anemia of preg- 

nancy Folic acid 


Aplastic anemia Blood transfusion 

Megaloblastic anemia of preg- 
nancy is much less common than the 
occurrence of a high-color index 
would lead us to expect. No reliance 
can be placed on this index in preg- 


The Common Cold 


The most dramatic and enduring 
relief for the congested nose will re- 
sult from leaving it alone. In blow- 
ing the nose, compress gently with 
a soft handkerchief. Covering the 
nose and mouth with a handkerchief 
or surgeon’s mask suggests solicitude 
for others. When a mask is used, the 
patient no longer feels that his nose 
is ever ready to drip. A light gauze 
pad may be fastened before the 
nostrils with adhesive tape. Have 
the patient sleep on alternate sides. 
Every principle of nasal hygiene is 
embraced by these two words, be 
gentle. 

In the later stages of a cold, help 
in the removal of secretions is ap- 
preciated. Physician use a normal 
saline solution, in a Birmingham 
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nancy because of the changes in the 
balance between red cell mass and 
plasma volume. There may be other 
significant signs, e.g., sore tongue. 
The diagnosis is settled by examin- 
ation of the bone-marrow. It is typi- 
cal of the condition that many ery- 
throblasts are “transitional” megalo- 
blasts. These patients may be very 
ill with unpleasant mouth lesions 
and grave anemia. 

Give folic acid intravenously in a 
dose of 100 mg. A daily oral dose of 
20 mg. should be continued through- 
out the pregnancy and for one 
month afterwards. Pregnant pa- 
tients should come to the hospital 
for investigations as soon as it is 
clear that they are becoming ane- 
mic if they do not respond to simple 
measures. 

Proc. Roy. Soc. Med., 5:353-354, 1955. 



























douche. A few drops of a solution 
such as alkalol may comfort those 
patients with thick, gummy secre- 
tions in the nasopharynx. If the nose 
must be blown, the handkerchief 
should be held loosely. 


Thyroid may be used where it is 
tolerated, at least briefly. The sip- 
ping of hot drinks is a useful mea- 
sure. Antibiotics are rarely needed. 
Many patients who come for treat- 
ment of a “cold” already have a 
secondary infection which can be 
helped by an antibiotic. Sometimes 
it will be a mistake to administer an 
antibiotic, but more often the mis- 
take will be that not enough was ad- 
ministered. 

























Smith, R. O., Virginia M. Monthly, 3:127-129, 1955. 
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CURRENT LITERATURE 


Cortisone in Immediate Therapy of 
Apoplectic Stroke 


Rapid clinical improvement resulted from 
cortisone therapy in the majority of patients, with 
pronounced amelioration of many symptoms 


H. I. RUSSEK, M.D., et 


The current attitude toward ther- 
apy has been summarized by Alvar- 
ez in a recent editorial as follows: 
“The best treatment for cerebral 
thrombosis is an expectant one. We 
all know that in many of these cases 
a weakness of the arm or leg clears 
up, and often aphasia disappears al- 
most entirely. This recovery may be 
due to subsidence of edema of the 
brain, or it may be due to re-routing 
of impulses around the destroyed 
area of the brain tissue.” 

Despite the recognition that re- 
turn of function often occurs spon- 
taneously, there is discontent with 
the necessity for awaiting expectant- 
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ly the decree of nature. The hope of 
decreasing the degree of neurologi- 
cal residua has stimulated interest 
in a more active treatment. 

A preliminary report recorded the 
results obtained in 15 consecutive 
cases of apoplectic stroke that were 
treated by means of a short course of 
cortisone, initiated within 48 hours 
after onset of symptoms. Cortisone 
was without benefit in the three pa- 
tients in the series who suffered a 
cerebral hemorrhage, but it exhibit- 
ed striking effects in nine of the 
twelve patients with hemiplegia due 
to cerebral thrombosis or embolism. 
This method of treatment has been 
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carried out in all our 35 cases of 
acute cerebral thrombosis or em- 
bolism with severe neurological 
signs. 

Of the 35 patients, 30 were men, 40 
to 74 years of age, and 24 of the 35 
had high blood pressure. Eight pa- 
tients gave a history of angina pec- 
toris and seven of previous myo- 
cardial infarction. Diagnosis was 
thrombosis in 27 cases, embolism in 
eight—the latter in three patients 
convalescing from acute myocardial 
infarction and in five with rheumatic 
heart disease and chronic auricular 
fibrillation. Twelve of the group had 
suffered bouts of congestive heart 
failure. 

In all but three of the total group, 
the signs and symptoms were se- 
vere; eight were disoriented or semi- 
comatose; 18 showed marked hemi- 
paresis, deviation of the eyes, and 
varying degrees of clouded con- 
sciousness. Marked facial weakness 
and difficulty in swallowing were 
found in most of these 18 patients. 
Four patients had complete flaccid 
paralysis of the left extremities. The 
remainder had marked involvement 
of the face and upper extremity, the 
leg escaping involvement or only 
mildly affected. 


CORTISONE ADMINISTRATION 


In most instances, 300 mg. of cor- 
tisone was administered orally in di- 
vided doses on each of the first two 
days, with progressive diminution to 
a maintenance dose of 50 mg. daily 
through the third week. Cortisone 
was given parenterally to patients 
who were comatose or who had dif- 
ficulty in swallowing. 


When possible, each patient was 
given a low-salt diet, with 3 gm. of 
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potassium chloride orally each «ay 
in divided doses. Repeated daily e- 
terminations were made of the bl« od 
pressure and heart rate. Serum scdi- 
um and potassium levels were ot 
followed. 

In all patients cortisone therzpy 
was started within 48 hours of ‘he 
onset; in 22 within 24 hours. In three 
patients, cortisone was administered 
after blockage of the stellate ganvli- 
on proved ineffective. 


RESULTS 


In 21 of the 35 patients, dramatic 
clinical improvement was noted 
within 24 hours after the commence- 
ment of cortisone therapy. There was 
a striking amelioration of paralytic 
signs and symptoms and improved 
mental, emotional, sensory and psy- 
chomotor status. The greatest effects 
were noted among those who were 
somnolent, stuporous, mentally de- 
pressed or apathetic. 

In 19 patients so afflicted, these 
symptoms were replaced overnight 
by a keen alertness and sustained in- 
terest in personal progress. There 
was also an increase in the range of 
motion and in the ability to perform 
various activities. Active rehabilita- 
tive measures were easily instituted 
after only one or two days of treat- 
ment. Greatest clinical improvement 
in all cases occurred within the first 
24 to 48 hours of cortisone therapy. 
The most marked benefits were ob- 
served in the more severe cases; 
however in four cases of flaccid par- 
alysis of extremities, no improve- 
ment in motor power was noted in 
response to the drug, although bene- 
fit in the psyche was apparent. No 
serious difficulties were encount- 
ered from the use of cortisone. 


J.A.M.A., 2:102-105, 1955. 
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Combined Estrogen-Androgen 
Therapy 


It appears that the climacteric 
syndrome, some symptoms of the 
aging female, frigidity, suppression 
of lactation, menopausal and senile 
osteoporosis and arthritis, premen- 
strual tension, some forms of func- 
tional uterine bleeding and some 
forms of psychosis have been suc- 
cessfully treated by this method. 
Varying amounts of the two hor- 
mones were used. 

From an assortment of reports the 
following common facts emerge: 

“A number of authors claim that 
smaller dosage is effectual since 
there is potentiation of therapeutic 
actions.” 

“With few exceptions, all reports 
agree that therapy must be extended 
over several months. Some suggest 
cyclic therapy in order to avoid any 
form of endometrial stimulation. 
Beneficial effects make themselves 
felt progressively, reach a maximum, 
and keep from then on at the same 
level while the daily or weekly dos- 
age can be decreased.” 

“While estrogens give either com- 
plete or no relief of symptoms at all, 
estrogens used wth androgens in a 
certain number of cases give full re- 
lief, in the majority fair to good.” 


Hecht-Lucari, G., Gynaecologia, 140:169, 1955. 
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Carcinomatous Urethritis 


Carcinoma of the urethra is a rare 
condition, and when it does occur it 
is usually associated with discharge. 

A man, 51 years of age, first 
complained of urethritis; discharge 
sometimes blood-stained and some 
dysuria. He had had a transient ur- 
ethritis on his honeymoon some 25 
years ago, and a subsequent attack 
in 1942. On each occasion, the dis- 
charge disappeared within a few 
days of treatment. No history of 
gonorrhea or syphilis. 

A circular red area 0.5 to 0.75 cm. 
surrounded the meatus. There was a 
scanty urethral discharge and pus 
cells, but no gonococci. A sound re- 
vealed stricture within meatus, and 
there was some induration at the 
tip. It was not possible to pass a 
urethroscope. The inguinal glands 
were not enlarged. 

Erythromycin was given, 300 mg. 
four times a day for five days, and 
twice-weekly dilatations of his stric- 
ture were undertaken. The dis- 
charge abated, and the urethra was 
able to take a 24 sound. 

Still bled easily, meatitis persisted, 
as did the induration at tip. 

A wedge-shaped fragment from 
the meatus was a squamous-celled 
carcinoma. 


Wright, A. D., et al, British M. J., 4963:384, 1956. 
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Tetanus Prophylaxis 


There is evidence that the present 
method of conferring passive immu- 
nization to tetanus is unsatisfactory 
in its scope and in its nature. The 
system of intradermal testing for 
sensitivity to horse serum in many 
hospitals is unreliable and should be 
replaced by the subcutaneous “trial 
dose” method. 

In view of the possibility of med- 
ico-legal problems arising from fail- 
ure to give passive prophylaxis, ev- 
ery casualty department should have 
written rules for the guidance of 
house officers. These should set out 
the regulations for administrations 
of antitoxin and toxoid and the 
methods to be adopted when immu- 
nizing both normal patients and 
those sensitive to serum. 

Recent evidence shows no valid 
season why active immunization pro- 
phylaxis should not be practiced uni- 
versally, so that it will eventually 
supersede the less satisfactory meth- 
od of horse-serum administration. 


Moynihan, N. H., Brit. M. J., 4961:260-264, 1956. 


Diverticulosis of the Colon 


Colonic diverticulosis occurs com- 
monly in people past middle age. 
While diverticulosis and simple di- 
verticulitis commonly seen in office 
practice are usually amenable to 
sulfasuxidine and a bland diet, the 
complications of diverticulitis re- 
quire surgical management in most 
instances. 

In recent years, bowel resection 
and anastomosis has been used with 
excellent results. 

Common complications of diverti- 
culitis are intestinal obstruction, lo- 
calized or generalized peritonitis due 
to perforation, 
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hemorrhage and recurrence, and 
disabling bouts of diverticulitis with 
scarred, strictured sigmoid colon. 
This disease may be present as an 
abdominal mass, gastrointestinal 
hemorrhage, internal or external (is- 
tula, perforated appendix, cholecys- 
titis, urinary infection or carcinonia- 
tosis. 

Barium enema is by far the most 
important diagnostic aid to rule out 
carcinoma. 

It is unusual to see diverticula 
through the sigmoidoscope because 
they occur too high. This procedure 
may reveal a carcinoma of the rec- 
tosigmoid. 


McGinty, C. P., et al, Missouri Med., 53:27-34, 1956. 


Oral Drug Therapy For 
Essential Hypertension 


Most patients with benign hyper- 
tension are being managed with 
varying combinations of reassurance 
and Rauwolfia preparations or phe- 
nobarbital. Degree of success with 
methonium compounds will hinge 
upon patient cooperation. 

Uremia in malignant essential hy- 
pertension has never been reversed 
by a reduction of blood pressure, and 
it may be hastened by lowering of 
the blood pressure. 

Ability of the patient to survive 
periods of sudden fall of blood pres- 
sure appears to depend on the de- 
gree of involvement of brain, kid- 
neys and heart. Side effects of con- 
stipation, dry mouth, sexual impo- 
tence and visual difficulties are seri- 
ous deterrents to adequate patient 
cooperation. The use of Rauwolfia 
with methonium compounds may re- 
duce some of the disturbing side 
actions. 
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Acute Recurring Hemorrhagic 
Pan -reatitis 


A-ute hemorrhagic pancreatitis 
has a mortality of 60 to 75%; 10% 
of tl ose afflicted have had no previ- 
ous attack. The dramatic onset of 
seve “e epigastric pains, usually poor- 
ly located, radiating widely (perhaps 
freq ently to the left of the median 
line , with nausea, vomiting and 
general collapse, should suggest 
acui2 pancreatitis. Too often acute 
case; are mistaken for some other 
acute abdominal crisis. 


A; a rule, the abdominal signs are 
sligi ter—tenderness with only mod- 
erate rigidity, but pain is more se- 
vere and more persistent and the 
collapse greater than in perforated 
ulcer. The stormy course of pan- 
creatitis, with shock of varying de- 
gree and diffuse, widely radiating 
but poorly localized pain, is more 
prolonged and more constant than 
that of acute gallbladder disease. 
The pain may suggest obstruction of 
the intestines at a high level; but 
bowel function is not interfered 
with, as demonstrated by the prog- 
ress of contrast medium, the barium 
meal. 


The frequency of pancreatic dis- 
ease as a cause of epigastric pain or 
digestive disturbances or both is 
not generally appreciated. Wier of 
the Mayo Clinic states that in 34 
Bacute cases, the diagnosis was made 
correctly in only one, but suspected 
in four. 

The onset is sudden, often after a 
heavy meal, with agonizing pain in 
the epigastrium, radiating widely. 
The pain is followed by nausea and 
vomiting. There is a quickening 
pulse and in a few hours shock may 
present itself. Cyanosis may develop. 
Fever in the beginning is not com- 
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mon, temperature may be subnor- 
mal, later a moderate fever usually 
develops. A mass is rarely palpable, 
and pain is out of proportion to ten- 
derness. W.B.C. may be normal or 
15,000 to 25,000. 

The important thing in diagnosis-is 
to have pancreatitis in mind. Blood 
amylase is markedly increased early 
in the disease. The normal 100 cc. 
of blood will produce 70 to 200 mg. 
of sugar, while in acute pancreatitis 
it may be increased to 3,000 mg. This 
test only takes ten to thirty minutes. 


Williman, F. L., Tri-State M. J., 3:11, 1956. 


Dissecting Aneurysm During 
Methonium Therapy 


Dissecting aneurysm of the aorta 
is frequently associated with hyper- 
tension. On the other hand, dissect- 
ing aneurysm appears to be extra- 
ordinarily rare in malignant hyper- 
tension. Between 1914 (when ma- 
lignant hypertension was first de- 
fined by Volhard and Fahr) and 
1955, over 1,400 cases of dissecting 
aneurysm of the aorta have been 
collected from 350 papers in the 
world’s literature. Among these, 
only three were clearly shown to 
give both clinical and pathological 
evidence of malignant hypertension. 

Nine patients with hypertension, 
malignant in six, who came to ne- 
cropsy after parenteral hexametho- 
nium or pentolinium therapy, were 
found to have died of dissecting 
aneurysm of the aorta. It is thought 
that treatment may be causally re- 
lated to this complication. Attention 
is called to the great rarity of re- 
ports of dissecting aneurysm in ma- 
lignant hypertension, and a plea is 
put forward for such experience to 
be reported. 


Beaven, D. W., et al, Brit. M. J., 4958:77-80, 1956. 
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Effects of Alcohol on 
Gastric Mucosa 

In a recent personal histological 
study of gastric mucosa from alco- 
holic subjects, inflammatory lesions 
were notably slight or entirely ab- 
sent, even in some inveterate spirit- 
drinkers. This suggested the need 
of a re-evaluation of current opin- 
ion. Impressions based only on clin- 
ical findings, including gastroscopic 
and radiological observations, are 
not always accurate. It is only by the 
histological examination of fresh 
gastric mucosa that a true assess- 
ment of structural appearances can 
be made. 

An examination was made of gas- 
tric mucosa from 25 adults with a 
history of alcoholic excess; 16 of 
these patients were admitted to hos- 
pital for full investigation of vague 
symptoms apparently related to al- 
coholism. Gastric biopsy was per- 
formed on them. In addition, the por- 
tion of stomach from three patients, 
who underwent partial gastrectomy 
for chronic gastric or duodenal ul- 
cer, and six stomach specimens ob- 
tained at necropsy were examined; 
the latter were fixed with formol- 
saline within one hour of death. 

The gastric mucosa was normal in 
nine patients, whose ages were be- 
tween 20 and 68 years and averaged 
38.5 years; mild to moderately se- 
vere chronic inflammatory changes, 
mostly mild, were present in seven 
patients, whose ages were between 
29 and 66 years and averaged 46 
years; and chronic atrophic gastritis 
was present in six patients, whose 
ages were between 48 and 60 years 
and averaged 52.5 years. Peptic ul- 
ceration was present in six patients, 
three of whom had a chronic gastric 
ulcer and one had two acute gastric 
ulcers; of the remaining two, a 
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chronic duodenal ulcer was fouiid in 
one and a subacute duodenal :ilce 
in the other. 

Among the six patients with 
chronic atrophic gastritis, three hai 
a chronic gastric ulcer and one hai 
a chronic duodenal ulcer. Thes2 le 
sions, and also the mucosal he nor. 
rhages and erosions which were ob 
served, may or may not have dea 
caused, directly or indirectly, by ex. 
cessive alcohol. : 

The medical literature relating t 
alcoholic excess in humans contain 
a wide variety of observations and 
opinions. The impression gained 
from published reports of animal ex- 
periments is that serious damage to 
the gastric mucosa is rare or absent, 
final deductions cannot be drawn 
with confidence. 

The interpretation of the patho- 
genesis of chronic atrophic gastritis 
has remained an enigma. There is a 
similarity of the histological appear- 
ances in this condition to those seen 
in completely healed deep erosions 
or shallow ulcers of the stomach. The 
rate of healing of gastric erosions 
produced by alcohol is very rapid. It 
is customary to prohibit alcoholic 
drinks in the treatment of peptic 
ulcers because they are believed to 
impede healing by stimulating gas- 
tric secretion and also, possibly, by 
direct irritation of the ulcer. 

A normal histological appearance 
is not infrequently found in alco- 
holics, and the relationship of al- 
coholism to chronic gastritis is un- 
certain. Although there is no proof 
that alcohol produces peptic ulcers 
in humans, or interferes with the 
healing of such ulcers, it would seem 
prudent to continue the current 
practice of avoiding strong alcoholic 
drinks in patients with peptic ulcer. 
Williams, A. W., Brit. M. J., 4961:256.259.. 
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Everyday Exposure to Radiation 


Radioactive materials are plenti- 
ful in the earth’s outer crust, but 
because they are widely dispersed, 
they are well diluted. A square mile 
of surface soil one foot thick is esti- 
mated to contain an average of one 
gr. of radium, three tons of uranium 
and six tons of thorium, all radioac- 
tive. From outer space, we are bom- 
barded by penetrating radioactive 
cosmic rays, and the air we breathe 
contains minute amounts of radon 
and thoron—gaseous decay products 
of radium, uranium and thorium 
from the earth. 


Cosmic radiation increases with 
altitude. Total background radiation 
is least over open ocean and greatest 
over granite. Radon, thoron, and 
their derivatives attach themselves 
to dust particles in the air; rainfall 
brings them down to the ground; a 
snowfall prevents their escape from 
the ground into the air. 

Man-made structures of wood, 
brick, or concrete emanate measur- 
able quantities of radioactivity, and 
it may be surprising to learn that 
interior walls of plaster are suffici- 
ently radioactive to affect detecting 
instruments. 

X-rays are atomic collisions that 
jolt electrons out of their positions 
circling the nucleus and force them 
temporarily into wider orbits (with 
higher energy levels.) As the elec- 
trons return to their former posi- 
tions closer to the nucleus, energy 
is released in the form of x-rays. 
Although not particles in the usual 
sense of the word, these rays are 
considered to be made up of ele- 
mentary units “photons.” 

Radioactive emissions that are not 
rays include alpha and beta parti- 
cles. Because of their large size they 
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have little penetrating power— can 
be stopped by a sheet of paper; ‘hey 
are not dangerous as external ra ia- 
tion. However, because of their io- 
nizing power, inhalation or inges:ion 
of alpha particles (or alpha evnit- 
ters) causes internal effects that are 
disastrous. Radium is a powerfu) al- 
pha emiter, and, once inside the 
human body, its retention is prac- 
tically permanent. Only traces leave 
the body, mostly in the form of § 
radon gas in expired air, sweat, feces 
and urine. 

Beta particles are electrons (pos- 
trons) with energies ranging from 
zero to 3 million or more electron 
volts, the ionizing power 1% that 
of alpha particles, but their penetra- 
tion is greater. Energetic beta par- 
ticles can damage the skin but are 
most dangerous following ingestion 
or inhalation. 

























































Physician’s Bulletin, 21:9-13, 1956. 








Idiopathic Left Ventricular 
Hypertrophy 














Two cases of predominantly left 
ventricular hypertrophy have been 
described. Both patients were men, 
one 43 years old, and the other 55 
years of age at death. Both died of 
congestive cardiac failure of 3 years’ 
and 16 years’ duration, respectively. 
One patient had effort angina and 
his ECG showed complete left bun- 
dle-branch block. A valid etiologic 
basis for the hypertrophy was not 
disclosed by clinical and necropsy 
studies. 

It seems wise to avoid labeling as 
“hypertensive” those large hearts 
when enlargement is of unknown 
cause. The term “idiopathic” is justi- 
fied, serving as a stimulus to more 
profound study of these cases. 


Sommers, B., Minnesota Med., 39:12-15, 1955. 
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Conservative Treatment of 
Cancer of the Prostate 


Carcinoma of the prostate gland 
can seldom be detected early enough 
to permit radical surgical treatment. 
For a great majority of patients, con- 
servative treatment alone is indi- 
cated. Relief of obstructive urinary 
symptoms of transurethral prostatic 
resection, and the resulting preven- 
tion of the effects of infection and 
back pressure on the upper part of 
the urinary tract, must be the main 
objective in most patients suffering 
from carcinoma of the prostate. 
Whether hormonal therapy, with 
castration or alone, is to be used 
early must be decided in each case. 
Also, when widespread metastatic 
lesions appear, the use of cortisone 
and irradiation therapy must be 
considered. 


One should not be discouraged 
when treating such patients. The pa- 
tient or his family should be in- 
formed of the condition, and a defi- 
nite program for care should be in- 
stituted. The patient must be urged 
to return for re-examination at reg- 
ular intervals, for study of his sit- 
uation and, if necessary, for altera- 
tion of the form of therapy. If such 
measures are carried out, the pa- 
tient will continue to have confi- 
dence in his physician and will not 
fall into the hands of the cancer 
quack. 


Pool, T. L., et al, J.A.M.A., 160:833-837, 1956. 


Terminal Care For the 

Cancer Patient 

To the family, terminal care in the 
home necessitates proof of incura- 
bility and a prognosis expressed in 
terms of nursing care, plus certain 
steps for patient comfort. 
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Most patients need only regular 
diets. Gastric feedings through an 
indwelling polyethylene tube se -ve 
for those unable to eat. This tube 
seldom causes ulcers and _ sore 
throats even with long use. Feedings 
include large amounts of proteins— 
milk, gelatins, eggs, cheese and cus- 
tards—and serve well usually with- 
out amino acids. 


Oral care routine 3 i.d. using warm 
salt water; for dry lips, glycerine 
repeatedly applied. 

There should be proper passing 
of feces and urine, change of sheets 
p.r.n., and salt water enema as need- 
ed. A Foley bag catheter attached 
to a bedside bottle with a straight 
tube may solve a major nursing 
problem. Irrigation of the bladder, 
1 or 2 id., with K permanganate 
solution (1-8,000) until the solution 
returns unreduced in color, usually 
will keep the bladder clean and 
comfortable. The use of a collecting 
bottle permits ready appraisal of the 
renal output. Prevention of bed sores 
is aided by a dry smooth bed. 

Drugs are needed to develop pla- 
cidity in patient and family. 



























ae Jr., J. B., Kentucky M. J., 53:12, 1055-1057, 
1955. 




















Laboratory Use in Liver Disease 


Liver function tests are of value 
only when used and interpreted with 
an adequate clinical study of the 
patient. Positive or negative, they 
may lead you astray. One must know 
how reliably they are done, which 
ones he wants, when he wants them 
and how often and when they should 
be repeated. Then they must be in- 
tegrated into other data on the pa- 
tient. 


















































Sodeman, W. A., J. Oklahoma M. A., 48:409-412, 


1955. 
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Dilantin Sodium Parenterally in 
Control of Convulsions 


In 1949, the neurosurgical service 
of Massachusetts General Hospital 
asked the department of pharmacy 
if it would be possible to prepare 
diphenylhydantoin (Dilantin) sodi- 
um for intramuscular or intravenous 
use in postoperative convulsions in 
the unconscious patient. It was felt 
dangerous to use enough sodium 
phenobarbital intravenously or in- 
tramuscularly because of its depres- 
sant effect on respiration. Dipheny]l- 
hydantoin sodium does not suppress 
the respiration or add to the impair- 
ment of consciousness in the doses 
ordinarily used to control convul- 
sions. 


In 1950, there was prepared the 
following formula: diphenylhydan- 
toin sodium 5 gm.; 95% ethanol, 10 
ml.; propylene glycol, 40 ml.; water 
for injection, (a sufficient quantity 
to make 100 ml.). The solution is 
sterilized by passage through a ster- 
ile bacterial-filter assembly under 
positive pressure employing nitro- 
gen. The filtered solution is filled, 
under strictly aseptic conditions, in- 
to 5 ml. sterile vials of type 1 glass, 
closed with sterile rubber plugs and 
sealed with aluminum seals. 


This solution has remained clear 
as well as sterile for as long as one 
year. It may be injected intraven- 
ously for immediate effect, and a 
second dose, if needed, intramus- 
cularly for a more sustained effect. 


There are no local side-effects 
from either injection. The general 
effects are similar to those in oral 
administration. This preparation was 
successfully used to prevent seizures 
in neurosurgical operations and to 
stop those that seem to be begin- 
ning; also in the treatment of status 
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epilepticus. Its effect on the cent 
nervous system is non-sedative ap 
non-depressant. It has been sg 

successfully over the past five y2a N 
Murphy, J. T., et al., J.A.M.A., 160:385-388 19) 


Oral Therapy of Adrenal 
Cortical Hypofunction 

Flurocortisone acetate, 25 m; 
e.o.d.. and hydrocortisone, 10 nm; 
b.id., given orally in the recom 
mended dosage proved to be an é 
fective means of controlling 
condition. 


¢ 
Kupperman, H. S., et al, J.4.M.A., 159:1447-144%s 
1955. 
. ‘ 
Cardiac Arrhythmia Due to 
Chloral Hydrate 


Chloral hydrate was introduce 
into medicine by Liebrich in 186} 
Despite the fact that it is the oldeg 
member of the hypnotic group, sur 
prisingly little has been reported ¢ 
its toxic effects in man. 

A woman, 40 years of age, we 
admitted to the hospital 45 minute 
after having ingested 12 gm. of chlor 
al hydrate. ECG on _ admissioi 
showed auricular fibrillation with 
ventricular rate of 180. Many of thé 
beats exhibited aberrant conductior 
and occasional ventricular prema 
ture systoles were noted; six hou 
later a sinus tachycardia and sligh 
depression of S T segments in V 
was observed. At the time of dis 
charge this was normal. 

She was treated with caffeine so 
dium benzoate, gastric lavage ané 
intravenous fluids. At the end of 2 
hours she was normal, except for é 
severe headache which subsided o 
the next day. Investigation after 
covery failed to disclose any evi 
dence of heart disease. 


Muller, S. A., et al, J. Indiana M. A., 49:38-40, 1956 
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aL Le tenia COOL Bs 


ed atric Piptal (Lakeside) 


‘Con ains (N-ethyl-3-piperidyl-benzi- 
late methobromide) 4 mg. and phen- 
obai bital 6 mg. Indications: pain and 
spasm of colic and other functional 
gastrointestinal disorders in infants. 
Provides relief in 24-48 hours with 
reduction in the number of feedings, 
crying episodes, spitting, vomiting 
and other symptoms. Dosage: 15 
minutes before feeding on a de- 
Wmand schedule. Supplied: 30 cc. 
dropper bottles. 


Medihaler Oral Adapter (Riker) 


Specially designed device for admin- 
istering Riker Medihaler Medica- 
tions. Made of unbreakable plastic 
with carrying case. Space is provid- 
ed in carrying case for one bottle of 
medication. Can be conveniently car- 
ried in coat pocket or purse. Sup- 
plied: individually one to a carton. 


Cal-O-Nol w/antihistamine 
(Paul Maney) 


Emollient lotion containing precipi- 
tated sulfur, resorcinal, calamine, 
zinc oxide, pyrilamine maleate, ben- 
tonite magma USP and calcium hu- 
droxide. Indications: skin irritation, 
allergy manifestations, insect bites 
and sunburn. Supplied: bottles of 
4 ounces and one gallon. 
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Quelcin (Abbott) 


Produces rapid onset of muscular 
relaxation and a short duration of 
action. Each cc. contains 100 mg. of 
Quelcin chloride, 0.18% of methyl- 
paraben and 0.02% propylparaben. 
Indications: For use in the produc- 
tion of muscle relaxation in endo- 
tracheal intubation, endoscopic ex- 
amination and orthopedic manipula- 
tion. Also to provide relaxation for 
general surgical procedures. Dosage: 
10 to 30 mg. in a single intravenous 
injection. 0.5 to 6.5 mg. per minute 
by intravenous drip of a 0.1% or 
0.2% solution in sterile saline or 
sterile 5% dextrose solution. Sup- 
plied: 10 cc. ampules. 


Mepherin (Harvey) 


Provides combined relief from skele- 
tal muscle and smooth muscle spasm. 
Contains 300 mg. of mephenesin, 
with 60 mg. of betaine hydrochlor- 
ide as the HCl donor to enhance ab- 
sorption and allow a more effective 
response. Ethaverine hydrochloride 
is added to the product as a non-nar- 
cotic, smooth muscle relaxant. Indi- 
cations: low back pain, disc syn- 
drome, myositis, torticollis, lumbo- 
sacral strain, mild ureteral spasm, 
pylorospasm and spastic colitis. Dos- 
age: one or two tablets four times 
daily. Supplied: bottles of 100 and 
1,000 tablets. 
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Dilantin Sodium Parenterally in 
Control of Convulsions 


In 1949, the neurosurgical service 
of Massachusetts General Hospital 
asked the department of pharmacy 
if it would be possible to prepare 
diphenylhydantoin (Dilantin) sodi- 
um for intramuscular or intravenous 
use in postoperative convulsions in 
the unconscious patient. It was felt 
dangerous to use enough sodium 
phenobarbital intravenously or in- 
tramuscularly because of its depres- 
sant effect on respiration. Diphenyl- 
hydantoin sodium does not suppress 
the respiration or add to the impair- 
ment of consciousness in the doses 
ordinarily used to control convul- 
sions. 


In 1950, there was prepared the 
following formula: diphenylhydan- 
toin sodium 5 gm.; 95% ethanol, 10 
ml.; propylene glycol, 40 ml.; water 
for injection, (a sufficient quantity 
to make 100 ml.). The solution is 
sterilized by passage through a ster- 
ile bacterial-filter assembly under 
positive pressure employing nitro- 
gen. The filtered solution is filled, 
under strictly aseptic conditions, in- 
to 5 ml. sterile vials of type 1 glass, 
closed with sterile rubber plugs and 
sealed with aluminum seals. 


This solution has remained clear 
as well as sterile for as long as one 
year. It may be injected intraven- 
ously for immediate effect, and a 
second dose, if needed, intramus- 
cularly for a more sustained effect. 


There are no local side-effects 
from either injection. The general 
effects are similar to those in oral 
administration. This preparation was 
successfully used to prevent seizures 
in neurosurgical operations and to 
stop those that seem to be begin- 
ning; also in the treatment of status 
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epilepticus. Its effect on the ce tral 
nervous system is non-sedative and 
non-depressant. It has been used 
successfully over the past five y ears, 


Murphy, J. T., et al., J.A.M.A., 160:385-385, 1956 


Oral Therapy of Adrenal 
Cortical Hypofunction 


Flurocortisone acetate, 25 mg. 
e.o.d. and hydrocortisone, 10 mg. 
b.id., given orally in the recom- 
mended dosage proved to be an ef- 
fective means of controlling this 
condition. 


Kupperman, H. S., et al, J.A.M.A., 159:1447-1449 


1955. 


Cardiac Arrhythmia Due to 
Chioral Hydrate 


Chloral hydrate was introduced 
into medicine by Liebrich in 1869. 
Despite the fact that it is the oldest 
member of the hypnotic group, sur- 
prisingly little has been reported of 
its toxic effects in man. 

A woman, 40 years of age, was 
admitted to the hospital 45 minutes 
after having ingested 12 gm. of chlor- 
al hydrate. ECG on _ admission 
showed auricular fibrillation with 
ventricular rate of 180. Many of the 
beats exhibited aberrant conduction 
and occasional ventricular prema- 
ture systoles were noted; six hours 
later a sinus tachycardia and slight 
depression of S T segments in V5 
was observed. At the time of dis- 
charge this was normal. 

She was treated with caffeine so- } 
dium benzoate, gastric lavage and § 
intravenous fluids. At the end of 24 
hours she was normal, except for a 
severe headache which subsided on 
the next day. Investigation after re- 
covery failed to disclose any evi- 
dence of heart disease. 


Muller, S. A., et al, J. Indiana M. A., 49:38-40, 1956. 
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Ped atric Piptal (Lakeside) 


Con:ains (N-ethyl-3-piperidyl-benzi- 
late methobromide) 4 mg. and phen- 
oba: bital 6 mg. Indications: pain and 
spasm of colic and other functional 
gastrointestinal disorders in infants. 
Provides relief in 24-48 hours with 
reduction in the number of feedings, 
crying episodes, spitting, vomiting 
and other symptoms. Dosage: 15 
minutes before feeding on a de- 
mand schedule. Supplied: 30 cc. 
dropper bottles. 


Medihaler Oral Adapter (Riker) 


Specially designed device for admin- 
istering Riker Medihaler Medica- 
tions. Made of unbreakable plastic 
with carrying case. Space is provid- 
ed in carrying case for one bottle of 
medication. Can be conveniently car- 
ried in coat pocket or purse. Sup- 
plied: individually one to a carton. 


Cal-O-Nol w/antihistamine 
(Paul Maney) 


Emollient lotion containing precipi- 
tated sulfur, resorcinal, calamine, 
zinc oxide, pyrilamine maleate, ben- 
tonite magma USP and calcium hu- 
droxide. Indications: skin irritation, 
allergy manifestations, insect bites 
and sunburn. Supplied: bottles of 
4 ounces and one gallon. 


CLINICAL MEDICINE, May, 


Quelcin (Abbott) 


Produces rapid onset of muscular 
relaxation and a short duration of 
action. Each cc. contains 100 mg. of 
Quelcin chloride, 0.18% of methyl- 
paraben and 0.02% propylparaben. 
Indications: For use in the produc- 
tion of muscle relaxation in endo- 
tracheal intubation, endoscopic ex- 
amination and orthopedic manipula- 
tion. Also to provide relaxation for 
general surgical procedures. Dosage: 
10 to 30 mg. in a single intravenous 
injection. 0.5 to 6.5 mg. per minute 
by intravenous drip of a 0.1% or 
0.2% solution in sterile saline or 
sterile 5% dextrose solution. Sup- 
plied: 10 cc. ampules. 


Mepherin (Harvey) 


Provides combined relief from skele- 
tal muscle and smooth muscle spasm. 
Contains 300 mg. of mephenesin, 
with 60 mg. of betaine hydrochlor- 
ide as the HCl donor to enhance ab- 
sorption and allow a more effective 
response. Ethaverine hydrochloride 
is added to the product as a non-nar- 
cotic, smooth muscle relaxant. Indi- 
cations: low back pain, disc syn- 
drome, myositis, torticollis, lumbo- 
sacral strain, mild ureteral spasm, 
pylorospasm and spastic colitis. Dos- 
age: one or two tablets four times 
daily. Supplied: bottles of 100 and 
1,000 tablets. 
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(Plessner) 


Each tablet contains 100 mg. lem- 
on bioflavonoid complex, 100 mg. ru- 
tin (bioflavonoid) and 100 mg. as- 
corbic acid. Helps reduce abnormal 
capillary fragility, permeability and 
bleeding. Indications: threatened and 
habitual abortion, rheumatoid arth- 
ritis, atherosclerosis, aging, drug in- 
duced hypocoagulability of blood, 
and as an aid in the relief of symp- 
toms of the common cold. Dosage: 
2 to 8 tablets daily in divided dos- 
age, or as directed by physician. 
Supplied: bottles of 100, 500 and 
1,000 tablets. 


Capilon 


Compren (Lilly) 


High-calcium, phosphorus-free pre- 
natal dietary supplement. Contains 
250 mg. of available calcium in each 
pulvule, vitamin B,, vitamin B,, 
and intrinsic factor concentrate. In- 
dications: dietary supplement in 
pregnancy and lactation. Dosage: as 
directed by physician. Supplied: 
green and yellow pulvules. 


(Abbott) 


Analgesic-sedative combination. 
Filmtab coating permits a smaller, 
easier-to-swallow tablet. The film 
seal masks taste and odor, yet dis- 
integrates quickly. Each Filmtab 
contains 210 mg. of aspirin (alum- 
inum salt), 150 mg. of actopheneti- 
din, 30 mg. of caffeine and 15 mg. of 
Nembutal (pentobarbital, Abbott). 
Indications: pain, mental irritability 
and restlessness associated with 
acute or chronic inflammatory con- 
ditions. May be used preoperatively 
or postoperatively for minor surgical 
procedures. Dosage: one Filmtab at 
intervals of 3 to 4 hours. Supplied: 
bottles of 100 Filmtabs. 


Nembudeine 


494 CLINICAL 


MEDICINE, 


Ecolid (C iba) 


A new ganglionic blocker that low- 
ers systolic and diastolic pres: ures 
by suppressing sympathetic vas »mo- 
tor reflexes. Indications: moder te to 
severe, including malignant, hy per- 
tension. Ecolid generally relievis or 
greatly reduces the symptoms o. hy- 
pertension, such as headache, cizzi- 
ness, palpitation, fatigue, dys»nea 
and impaired exercise capacity. Jos- 
age: as directed by the physician. 
Supplied: in 25 mg. tablets, boitles 
of 100, and in 50 mg. tablets, boitles 
of 100. 


Medihaler-Epi (Riker) 


Solution of 0.5% Epinephrine U.S.P. 
containing 0.1% ascorbic acid as a 
preservative in an inert propellent. 
Alcohol 33%. Packed in a specially 
designed vial with a metered dose 
valve. For use with Medihaler Oral 
Adapter. Indications: spasms and 
wheezing of bronchial asthma. Dos- 
age: one or two inhalations as may 
be necessary for relief. Supplied: 10 
ce. vials. 


Neocydex (Central Pharmacal) 


Analgesic, antidepressant and anti- 
arthritic. Each tablet contains 1.25 
mg. of methamphetamine hydro- 
chloride, 0.25 gm. of ammonium 
salicylate, 0.32 gm. of potassium 
para-aminobenzoate and 20 mg. of 
ascorbic acid. Indications: arthralgia, 
myalgia, neuralgia and other neuro- 
muscular disorders accompanied by 
depression. Caution: do not adminis- 
ter with sulfonamides. Use with cau- 
tion in hypertensive states, hyper- 
thyroidism, nephritis and cardiovas- 
cular diseases. Dosage: one or two 
tablets three or four times daily. 
Supplied: bottles of 100, 500 and 
1,000 tablets. 
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Pertoration of Intestine by 
Sweilowed Foreign Body 


A woman, 43 years of age, had 
rhe. matoid arthritis. She was in the 
orthopedic ward when she developed 
severe pain in the left side of the 
abdomen with nausea and slight 
pyrexia. She had marked tenderness 
and rigidity of the left iliac fossa. 
Rectal and vaginal examination 
could not be made owing io the or- 
thopedic condition. Twisted ovar- 
ian cyst was a possible diagnosis. At 
operation a mild peritonitis with 
slight turbid exudate, and a splinter 
of wood 1% in. long, was found per- 
forating the middle of the small in- 
testine. It was removed, and the 
puncture holes—then almost invis- 
ible—were closed. Convalescence 
was uneventful. The patient did not 
remember swallowing the splinter. 

A woman, 47 years of age, had 
pain in the right iliac fossa for 24 
hours, with nausea. Temperature 
was 99.2°, and there was moderate 
tenderness and slight rigidity in the 
right iliac fossa. At operation, the 
appendix was normal, and a splinter 
of wood 1%% in. long was found per- 
forating the bowel at its mesentery, 
which was rather indurated. The for- 
eign body was 6 inches from the ileo- 
cecal junction. There was no evi- 
dence of diffuse peritonitis. The 
splinter was removed, and the pa- 
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tient made an uneventful recovery. 
She had no recollection of swallow- 
ing the splinter. 

A man, 34 years of age, was epi- 
leptic, and he had an appendectomy 
in 1952. Since then he had constant, 
sometimes severe, pain in his scar. 
By 1954, he was showing signs of an 
incisional hernia. At operation, the 
scar tissue was peculiarly edema- 
tous, almost cartilaginous, and deep 
in the wound was a spicule of bone, 
2% in. long, penetrating from the 
adherent small intestine into the ab- 
dominal wall. He had no recollec- 
tion of swallowing this bone. 


Mair, G. T., Brit. M. J., 4951:1310-1311, 1955. 


Use of Greater Saphenous Vein 
Autographs in the Reconstruction 
of Segmental Arterial Occlusions 


A technique of reconstruction of 
the arterial bed in segmental occlu- 
sive vascular disease, by the use of 
a by-pass saphenous vein autograph, 
has been described. The results of 
early follow-up in eight patients are 
presented. This technique may be 
used without some of the hazard of 
other procedures, and without the 
necessity of an arterial homograft 
bank or of the use of non-vital pros- 
theses. 


Murphy, T. O., et al, Minnesota Med., 38:918-921, 
1955. 
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Myelography in Diagnosis of 
Ruptured Lumbar Intervertebral 
Disk 


Myelography is performed most 
commonly by using Pantopaque as a 
contrast medium. Pantopaque has 
largely replaced Lipiodol (iodized 
poppy-seed oil) because of its lower 
viscosity (1/16 that of Lipiodol), 
hence its easier aspiration from the 
thecal sac; 95% of the medium will 
be removed in 90% of cases at the 
termination of the procedure. Enough 
serious reactions have occurred to 
prompt a full effort toward complete 
removal of the oil. Air myelography 
is still used in disk diagnosis at cer- 
tain neurosurgical centers, but it has 
largely been abandoned because of 
the failure to demonstrate some of 
the smaller herniations. It still has 
a place in the demonstration of cer- 
tain cauda-equina and spinal-cord 
neoplasms. The use of Thorotrast in- 
traspinally has been discontinued 
because of the danger of severe re- 
actions, even though its physical 
characteristics are ideal. 


The performance of myelography 
to produce a film to show to an in- 
surance adjuster, or a doctor unfa- 
miliar with the clinical syndrome of 
the ruptured intervertebral disk, is 
not warranted. The disk syndrome is 
such a distinct one that there is, in 
general, less chance of error in a 
diagnosis made on clinical grounds 
by a competent examiner than in a 
diagnosis made primarily by mye- 
lography. The critical examiner does 
not readily alter his diagnosis in the 
face of conflicting myelographic 
findings. 


Multiple ruptures causing nerve 
root compression comprise only 5% 
of cases. In older persons, myelog- 
raphy often shows bilateral defects 
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of no diagnostic significance, spe 
cially at and above the third lu nba 


disk. 

Abnormal disks may, or may 
be the source of nerve root com 
pression; an abnormal, degene -ated 
disk is a separate problem from that 
of the posterolateral rupture with 
nerve root compression. 

Pantopaque myelography c: 
be condoned as a screening proce 
ure for patients with back o: 
complaints. 

The responsibility assumed in 
making positive interpretations must 
be fully appreciated by the inte 
preter. A small suspicion may trig 
ger off the scalpel finger of a surgeon 
with a low surgical threshold. 

Pantopaque myelography is a sup 
plementary procedure with a calew 
lated risk. It is indicated only in 
selected patients with low- back and 
sciatic pain, when routine clinical 
and x-ray examinations do not per 
mit a reasonably certain diagnosis. 


Bradford, F. K., Texas State J. Med., 52:150-152, 
1956. 


Diet After Anorectal Surgery 


One group was allowed a regular 
diet (with exclusion of seeds, nuts 
and excessive condiments) as desired 
any time after operation. The second 
group was restricted to a liquid diet 
the day of operation, a soft diet the 
next day, and a regular diet the 
third day. The use of milk was dis 
couraged in both groups, and the use 
of bulk fruits was encouraged. There 
was no significant difference except 
for nausea and vomiting—23% of 
those on a regular diet, and in 10% 
on the restricted diet. 

Wimberly, J. A., et al, Kentucky M. J., 53:967-91h, 


1955. 


May, 1956 





As 


ih 


Se eT 
al 


Newest in vitamin therapy 
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THE HOMOGENIZED VITAMINS 


TMM ict Mitt Pee lM lal-Me lh delat iol: (tae) J 
multivitamin drops are available in a 
tablet. By a unique process, the vitamins 
are homogenized, then fused into a 
solid, highly palatable form. 


ON Meee lle ete) le battle 
the vitamins are absorbed and utilized 
much more efficiently than those in 
the usual compressed tablet or elastic 
capsule. 


e Better absorbed and utilized 

e Pleasant, candy-like flavor 

Ce omactel cellos Pmal Mee Tah ae ols oe 

e May be chewed, swallowed, 
or dissolved in the mouth 
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Prenatal 
’ Bristol, Tennessee ee 
N@w York * Kansas City * San Francisco Therapeutic 
; : 
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Dyclonine Hydrochloride for 
Local Anesthesia 


The ideal topical anesthetic is an 
agent which is self sterilizing in 
low concentration, low in sensitizing 
potentiality, nontoxic, high in anes- 
thesia compared with cocaine, rapid 
in onset of anesthesia, nonirritating 
to mucous membrane, and does not 
alter other drugs used with it. 


Dyclonine 0.5%, 2 to 10 cc., was 
instilled with a blunt-nose syringe 
into the urethra, 1 to 20 minutes 


Excellent 
Dyclonine 
Control Anesthetic 


. 18.2% 
Sterile Water 


A Comparative Study of Topical 
Anesthetics For the Eye 


Observations were made and re- 
_. corded in more than 1,000 cases, us- 
‘ing ten anesthetic preparations. Ap- 
proximately 50 eyes were used for 
each anesthetic. 

As a rule, one drop only was 
placed in the lower cul-de-sac of 
each eye. In a few instances two 
drops were used at short intervals, 
which did not appear to lengthen 
the duration of anesthesia in any 
case. 


Ophthaine, 0.5%, had the shortest 
onset time, the longest duration and 
produced less discomfort. Even co- 
caine occasionally produced mild 
hyperemia and mild lacrimation. 
There was no practical difference 
between cocaine, Dorsacaine, Oph- 
thaine and Pontocaine. Butyn was 
so consistently irritating that its use 
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prior to instrumentation. The ane 

thetic was randomly interch ingg 
with sterile water, or with the loc 
anesthetic routinely used in th: cli 

ic. There were 13 examiners 4 
and recording their impre: sion 

None of them knew whether he wa 
using the usual anesthetic, <terilg 
water or Dyclonine. 

The average amount of so utio 
used was 6 cc. for an average peric 
of five minutes. The effectiven.ss ¢ 
anesthesia was summarized as fo 


Fisher, H. E., Missouri Med., 52:943-944, 1955. 
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was soon discontinued. The same 
was true with the mixtures of Pon- 
tocaine and methyl cellulose. When 
the salt content of one of these mix- 
tures was raised to 1.4%, it did not 
become more acceptable. Later on, 
0.5% Pontocaine in a boric acid Kf 
Cl buffer was tried and was not 
found superior in any respect. 


Most patients complained of 3 
moderate stinging sensation, regard- 
less of the anesthetic. 


All local anesthetics have a dele 
terious effect upon the corneal epi- 
thelium. 


Ophthaine is probably the bes§, 
local anesthetic for general use inf, 
office ophthalmology. 


Pontocaine, and possibly other an- 
esthetics, should not be mixed with 
methyl cellulose. 


— 


Jervey, J. W., Southern M. J., 48:770-774, 1955. 
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For the Management of the 
HAcutely Agitated Patient 


£* The acute alcoholic « The acute psychotic « The drug addict 


A promising new agent in chemopsychotherapeutics, SPARINE has 
demonstrated impressive effectiveness in controlling acute 


excitation without inducing significant side-reactions.!:?.3 


-BSPARINE is a new, clinically effective phenothiazine derivative, 
which may be administered intravenously, intramuscularly, or 
orally. The route and dosage are determined by the extent of 


central-nervous-system excitation and by the patient’s response. 


Supplied: Tablets, 25, 50, and 100 mg., bottles of 50 and 500; 200 mg., 
bottles of 500. Injection, 50 mg. per cc., vials of 2 and 10 cc. 


1. Seifter, J., et al.: To be published. 2. Fazekas, J.F., et al.: M. Ann. 
District of Columbia 25:67 (Feb.) 1956. 3. Mitchell, E.H.: J.A.M.A. In press. 


An Exclusive Development of Wyeth Research 


*Trademark 





Management of Ischio-anal 
Abscess and Fistula in Ano 


An ischio-anal abscess or a fistula 
in ano should never be treated until 
a thorough personal history, physi- 
cal examination, sigmoidoscopy and 
basic laboratory tests have been 
obtained. The patient and his fam- 
ily (if at all possible) must under- 
stand that drainage of the abscess 
is only the first of two or more pro- 
cedures which must be done to in- 
sure recovery. 

It is seldom that abscesses are not 
ready for drainage by the time the 
diagnosis is made. No disaster is in- 
vited when a well-placed, adequate 
incision is properly, if not produc- 
tively, made. A mixed bacterial in- 
fection is usual. Some of the anti- 
biotics may be used as adjuncts. Gas 
bacillus infection must be consid- 


ered. 


Incision, so placed as to avoid 
damage to necessary structures, 
must be adequate. The area of skin 
and subcutaneous tissue is excised 
on either side of the line of incision 
to maintain an open drainage route 
—seldom the size of more than a 5 
cm. diameter ellipse. One-stage 
drainage and fistulectomy operations 
are best reserved for the infrequent 
and small, subcutaneous perianal 
abscesses. 

The wounds are not packed with 
gauze. Judicious placement of Pen- 
rose drains is of value, as is early 
and intelligent after-care. Once 
drainage is established, it is poor 
technic to probe, palpate, or other- 
wise disturb the wound. Intraven- 
ous anesthesia is favored. Profuse, 
fetid drainage is expected for two 
or more days. With frequent dress- 
ing changes and cleansing of near- 
by soiled areas, healing is rapid. 
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Fistulotomy, not fistulector:y, 
the choice in most cases; incis on of 
the tract and all its ramificz tions 
saucerization of the wounds, tle fin 
ished incisions sloping gradually ty 
the depths. Suture material, ir mos 
cases, is only used for the conirol of 
bleeding. 

Contraindications for surgical re 
pair of a fistula are infrequently 
found, but are absolute. These condi 
tions are: intractable diarrhea, ul: 
cerative colitis, regional enteritis and 
a proximal cancer. 


Incise the tract directly, regardles 
of its position or course, through the 
muscle fibers. Incontinence does no 
result from this somewhat unortho- 
dox approach. If the wound is kept 
clean, dry and exposed to air, it will 
close rapidly with a minimum of 
granulations, and a very modest 
scar will result. The wounds are 
cleansed mechanically by irrigation 
and spraying several times a day. 
Both are started as soon as tolerat- 
ed, usually within 24 hrs. Between 
cleansing procedures, the wound is 
kept as dry as possible. A small tuft 
of cotton, gently tucked into the anal 
verge, absorbs drainage and keeps 
the buttocks somewhat separated; 
replace frequently. 


Ambulation is encouraged at an 
early hour, and, as soon as possible 
thereafter, the patient is instructed 
in the use of a spray attached to a 
bath tub faucet. Great comfort is im- 
parted by the frequent use of such 
a spray. A normal bowel habit is 
encouraged within four days of sur- 
gery and is maintained. Mineral oil 
is not used. 


The wounds should be observed 
daily. 


Hopping, R. A., J. M. Soc. New Jersey, 53:135-13), 
1956. 
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Btstimation of Operative Risk 


Generally the operative risk is 
Hover estimated. The difference has 
beco ne insignificant in recent fig- 
ures. because the prognosis for older 
patients is now so much better. 


Th2 aged, and persons suffering 
fom cardiac and pulmonary dis- 
eases, are especially apt to be de- 
YEnied the surgical remedy of chole- 
cystit disease, hernias, stasis ulcers, 
‘Bhemorrhoids, nodular goiters, pain- 
ful s<eletal deformities and neoplas- 
tic d sease because of the conviction, 
generally held, that aging reduces 
one’s capacity to recover from any 
operation. Study of the records in 
the ast decade contradicts the gen- 
eral adage—the older the person, the 
greater the operative risk. 


Radical operations, attended by a 
prolonged period of illness, have an 
‘B operative risk significantly higher 
among the aged than among the 
young. In contrast, if the periods of 
physiological deformation are brief, 
the operative risks for the aged and 
the young are similar — differences 
are insignificant. 


Excepting angina pectoris, malig- 
nant hypertension, repeated myo- 
cardial infarction and uncontrolled 
cardiac failure, the pulmonary- 
cardiac status of the individual af- 
fects the operative mortality very 
little. 


Anesthesia has long been incrim- 
inated as an important factor in op- 
erative risk. It is comparatively un- 
important. Only in the case of oper- 
ations of inherently little risk such 
as herniorrhaphy, appendectomy, 
and thyroidectomy will anesthesia 
of itself contribute significantly to 
the total operative mortality. 


Moyer, C. A., et al, J.4.M.A., 160:853-855, 1956. 





Where Morphine- 
Like Relief Of 
eM EM ites licte| 


NON-NARCOTIC 
ANALGESIC TABLETS 


NARTATE answers the need in 
those indications requiring rapid 
and effective analgesic and anti- 
pyretic action without the disad- 
vantages of narcotic administra- 
tion. Unlike morphine, NARTATE 
does not produce stupor and 
sleep; the patient retains his 
usual alertness, and he is enabled 
rome SST Mela Latha Ss 


@ Effective Prompt Relief 
SMe ilele li mee 


Reactions 


@ Not Habit Forming 
@ Convenient 


CAUTION. Should not be used where the condition 
Teun) A a ee eu ee 
corrected. Frequent periodic blood counts should be 
performed, especially during the early stages of 
treatment as a check on the possible occurrence of 
agranulocytosis.. Orally should not be administered 
TMU t Su ae 


SUPPLIED: For oral use, bottles of 100 and 1000, 
RIOR Cl) te MSs eee eT 
containing 50°o aqueous solution Dipyrone. 


5 dee ee 
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Use of Grafts in Atherosclerosis 
of Lower Limbs 


Twenty-nine segmental obstruc- 
tions due to atheroma have been 
treated by grafting. Twenty-five 
grafts consisted of homologous adult 
arteries, two were of homologous 
fetal aorta, and two were of auto- 
genous saphenous veins. The homo- 
logous arteries were generally pre- 
pared by quickly freezing and were 
stored at -79° C. A few were freeze- 
dried. 

The operations were performed for 
intermittent claudication, severe 
enough to keep a man from his 
work, and for rest pain associated 
with minor degrees of necrosis. In 
advanced gangrene, the segmental 
obstruction is always associated with 
widespread occlusive disease in the 
small arteries. Although grafting the 
femoral block was tried in a few 
cases, the distal disease prevented 
significant improvement in the cir- 
culation. 


Two patients with generalized dis- 
ease and advanced gangrene died of 
coronary thrombosis. One patient 
died of hemorrhage due to a leak 
from the suture line of an iliac graft 
while on heparin. This gives a mor- 
tality of 10%; however, patients with 
generalized disease and gangrene 
would now be regarded as unsuit- 
able, and heparin was used only in a 
few early cases. With proper selec- 
tion, the mortality should be negli- 
gible. 


The immediate and late results of 
grafting the iliac and proximal fem- 
oral arteries are compared with 
those of grafting the distal femoral 
and popliteal arteries. Excellent re- 
sults have been achieved by proxi- 
mal grafts, but a high initial rate of 
thrombosis follows grafts of the dis- 
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tal femoral and popliteal arterics. In 
addition, there is a high rate c° de. 
layed thrombosis in the distal < rter. 
ial grafts. Grafting by the end-t:-end 
technique is not worth while be yond 
the proximal part of the femora. art- 
ery. 


Horton, R. E., Brit. M. J., 4958:81-82, 1956. 


Perionychia 


Surgery is not the treatmert of 
choice, and it may do much harm 
by opening up fresh tissue spaces. 
The cases which are least amenable 
to treatment are those which have 
been subjected to total or partia! re- 
moval of the nail-plate or incisions 
of the folds. 

The primary infection is with Can- 
dida. Staph. aureus may be the pri- 
mary and only agent infecting the 
nail-folds, but the lesion is acute, 
painful, and tender and the infection 
tends to spread under the nail-plate. 
This type is seldom seen by derma- 
tologists. The patients are sent, prob- 
ably rightly, to the surgeons, but 
some of them resolve without sur- 
gery when systemic treatment with 
the appropriate antibiotic is given. 


Whittle, C. H., Brit. M. J., 4954:1499, 1955. 


Plastic Replacement of 
Diseased Arterial Segments 


These plastic replacements are 
never transformed into normal art- 
eries. Eventually, they become firm, 
fibrous tubes. The lively elasticity of 
newly made Ivalon arteries is soon 
lost. Some plastic arteries may have 
fewer undesirable characteristics 
than others, and a number of them 
may, for various reasons, be better 
than homografts. 


Lewis, F. J., Minnesota Med., 38:935, 1955. 
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Currcnt Therapy 1956 


Latest Approved Methods of 
Treat nent for the Practicing Physi- 
can. Edited by Howard F. Conn, 
MD. W. B. Saunders Company, 
Philadelphia & London. 1956. $11.00 


It is impressive that these eminent 
authorities are willing to accept re- 
sponsibility for a book of 600 pages 
setting forth the means of manage- 
ment of not only all the disease gen- 
erally dealt with in books on the 
practice of medicine, but also many 
surgical diseases of the urogenital 
tract, diseases of the skin and obstet- 
ric and gynecologic conditions. The 
book merits enthusiastic reception 
from all general practitioners. 


Medical Emergencies: 
Diagnosis and Treatment 


by Francis D. Murphy, M.D., 
F.A.C.P., Professor and Head of the 
Department of Medicine, Marquette 
University School of Medicine; and 
associate authors. Foreword by 
George Morris Piersol, M.D. Illus- 
trated, 5th edition. F. A. Davis 
Company, Philadelphia. 1955. $7.50 


In this book may be found descrip- 
tions of diagnostic procedures and 
therapeutic measures most helpful 
in the management of acute disor- 
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ders. The frequent occurrence of 
these emergencies makes it obliga- 
tory on a doctor to be prepared to 
deal with them promptly and with- 
out reference to any authority on the 
best in diagnosis and treatment. 

There are several chapters on dis- 
eases of all the different organs and 
systems, on collagen diseases, metab- 
olic disorders, acute infections, trop- 
ical diseases, acute abdominal emer- 
gencies, acute poisonings, and a spe- 
cial chapter on drugs. 

It would be difficult to think of 
information of more importance to a 
general practitioner and especially 
difficult to imagine a book covering 
the subject more satisfactorily. 


Review of Physiological Chemistry 


by Harold A. Harper, Ph.D., Uni- 
versity of California School of Medi- 
cine, San Francisco. Fifth Edition, 
Lange Medical Publications, Los Al- 
tos, California. 1955. $4.50 


The fundamentals of physiological 
chemistry are presented with em- 
phasis on the accepted facts and con- 
cepts. The book is designed to serve 
the physician preparing for state and 
specialty boards and to aid him in 
keeping abreast of this important 
branch of medical science. 
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Yes... 

@ies PLEX 
to prevent ABORTION, MISCAE 
PREMATURE LABOR \ | 


recommended for r& 
in ALL pregnancies. . 


96 per cent live delivery with desPLEX 


in one series of 1200 patients*— 
— bigger and stronger babies, too.‘ ' 


No gastric or other side effects with des PLEX 
— in either high or low dosage**5 


(Each desPLEX tablet starts with 25 mg. of diethylstilbestrol, U.S.P., 
which is then ultramicronized to smooth and accelerate absorption and 
activity. A portion of this ultramicronized diethylstilbestrol is even in- 
cluded in the tablet coating to assure prompt help in emergencies. 
desPLEX tablets also contain vitamin C and certain members of the 
vitamin B complex to aid detoxification in pregnancy and the effectua- 
tion of estrogen.) 

For further data and a generous 

trial supply of desPLEX, write to: 


Medical Director 
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